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Abstract 
International migration of physicians and nurses is a growing concern in India as it is linked to 
staff and skill shortages in the Indian health system. Indian physicians and nurses are a sizeable 
significant proportion of the health professionals migrating to Australia, yet little is known about 
the factors that influence their intention to migrate. The research addressed this gap applying a 
multi-model push and pull theoretical framework and mixed-method approach, involving 
surveys and in-depth interviews. It investigated the ‗intention to migrate‘ (ITM) to another 
country of Indian physicians and nurses, explores their migration preference for selected 
countries/regions, and examines the factors that promote or inhibit their intention to migrate to 
Australia. Insights of key informant members across India and Australia were also sought to 
analyse the potential impact of the regulatory environment of both countries on the intention to 
migrate of the Indian health professionals to Australia. The analysis of survey data revealed that 
about 52% of the Indian nurses and 41% of physicians have a high intention to migrate to 
another country. About 23% of the Indian physicians and 9% of nurses in the survey population 
rated Australia as their first preference to migrate. A binary logistic regression of survey data of 
physicians and nurses and thematic analysis of their interviews established that the factors that 
influence physicians and nurses to leave or remain in India, and the factors that discourage or 
attract them to migrate to Australia, vary between the groups. This is because the issues that push 
physicians and nurses to leave India, and the opportunities they perceive in Australia are 
different. For physicians, limited specialist training vacancies in India, higher ability to pass the 
English language examination at the desired level, low salaries in Indian hospitals, social support 
of friends and family, facilitating role of information technology, belief about higher quality of 
life, and better employment opportunities in Australia are important factors. In contrast, for 
nurses, demographic factors (like, age, marital status), lack of social status in India, financial 
insecurity, facilitating role of migration agencies, and the ability to adapt to new cultures are the 
important predictors. However, the requirement for high proficiency in English language, 
stringent medical licensing examinations and the effects of ethical codes are migration barriers 
for both groups. The implications of push, pull and facilitating factors on the retention of health 
professionals in India and their attraction to Australia are discussed in relation to personal, social, 
educational, financial, workplace, labour market, policy, ethical and facilitating factors. 
xii 
 
Keywords 
 
Push/pull theory, push/pull factors, labour migration, skilled migration, medical migration, nurse 
migration, health policy, mixed-method, multi-model framework, overseas, India, Australia, 
specialist training, medical education, privatisation, physicians and nurses.  
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Chapter One: Introduction 
 
The purpose of this introductory chapter is to provide a justification for the research, and a 
discussion of its importance in the context of health policy and practice. This chapter also 
outlines an overview of the thesis structure. There are five sections in this chapter. The first two 
sections (1.1) and (1.2) provide a background to the research, highlighting the gaps in the 
literature, and a statement of the problem that was researched. The third section (1.3) details the 
aim, research questions, and objectives; it also briefly explains the methodology and conceptual 
framework applied in the research. The fourth section (1.4) discusses the significance of the 
research, while the final section (1.5) outlines the thesis structure and succinctly explains the 
purpose of each chapter. 
 
1.1 Background 
In recent years globalisation and technological innovation has increased the interconnectivity and 
interdependence of countries and communities (Li, 2008; Ohr, Parker, Jeong, & Joyce, 2010). 
This outcome was especially apparent in the global market where demographic trends and an 
ageing workforce in many developed countries have increased dependence on developing 
countries in terms of workforce availability. The United Nations (UN) estimated that growth in 
the trade of goods and services, as well as foreign direct investment may have reduced migration 
in many countries, but regional economic, social, and political disparities have continued to 
increase the international migration of both skilled and unskilled labour (UN, 2013).  
 
The 2013 International Migration Report estimated that there were 232 million international 
migrants worldwide, of which 44% were low-skilled, 33% had intermediate skills, and only 22% 
possessed high level skills (UN, 2013). Between 1999 and 2013, the number of international 
migrants increased by 77 million, or 50% worldwide (UN, 2013). The developed countries 
gained 69% of this increase whereas developing countries gained only 31% (UN, 2013). Three 
characteristics of this trend was the increased proportion of intermediate and highly skilled 
migrants, women‘s migration, and migration mainly from the developing to developed countries 
(UN, 2013). 
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A part of the highly skilled migration includes a cohort of healthcare professionals, namely, the 
voluntary movement of physicians, nurses, dentists, pharmacists, lab technicians, optometrists 
and other cadres of health workers; they cross borders for work, higher education, research, 
either on a temporary or a permanent basis. The international migration of healthcare 
professionals is a growing concern, both in developing and developed countries. Its negative 
effects are reflected in terms of staff and skills shortages, as well as a reduction in the quality of 
health services, predominantly in the health systems of many developing countries of Asia and 
Africa (J Buchan, 2008; Diallo, 2012). 
 
The World Health Organisation (WHO) estimates that there are about 60 million health workers 
worldwide; a sizeable proportion of this workforce is either permanent or temporary migrants 
(Dal Poz, Gupta, Quain, & Soucat, 2009). Due to the paucity of data, the exact magnitude of this 
migration is not known, and its effects on the source and destination countries are not well 
understood. However, there is some evidence that the number of migrant health professionals is 
increasing on an annual basis in many countries in Europe, the Organisation for Economic Co-
operation and Development (OECD) countries, and in the Gulf region (OECD, 2007). 
 
The migration of physicians and nurses has a longstanding history. These two groups have 
always been in the forefront of health professional migration and, hence, are of greater national 
and international interest. In the past, the migration of physicians and nurses occurred between 
developed countries, but the current trends are different. There are studies (e.g. Zarilli & Kinnon, 
1998) which document that a significant percentage (56%) of all migrating physicians and nurses 
flow from developing to developed countries, while only 11% migrate in the opposite direction.  
 
The 2011 World Migration report, published by the International Organisation for Migration 
(IOM), regarded India as an important source country exporting both skilled and unskilled labour 
to the world (IOM, 2011). Meanwhile, India is also consistently ranked among the top-most 
countries in exporting physicians and nurses globally (Bhattacharyya, Hazarika, & Nair, 2011; 
IOM, 2011). A report by the International Labour Organisation (ILO) notes that the migration of 
Indian nurses and physicians is not limited to the U.S, the U.K. (United Kingdom), Canada, and 
the Gulf countries, but extends to the newly emerging destinations, like continental Europe 
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(Germany, France, and Belgium), the Scandinavian countries (Finland, Norway, Denmark and 
Sweden), Australasia (Australia, and New Zealand), East Asia (Japan), and South East Asia 
(Singapore, Hong Kong, and Malaysia) (Sasikumar & Hussian, 2008). In another government 
report by the Ministry of Overseas Indian Affairs (MOIA), it was found that Indians settled 
overseas number over 25 million, of which a significant proportion is estimated to be skilled 
migrants (MOIA, 2013). However, there is an absence of systematic data that measure the exact 
magnitude of skilled migrants (including physicians and nurses) who settled overseas, due to 
lack of a tracking system. Further, little is known about the factors that influence Indian health 
professionals and their migration intentions to the developed countries, like Australia. A gap in 
the literature and the research problem associated with health professional migration has been 
identified in the following section. 
 
1.2 Gaps in existing literature and statement of problem 
The international migration of health professionals is not a new phenomenon. However, what is 
different with the current migration situation is its magnitude and difference in the direction of 
the flow. The phenomenon of international migration began to draw scholarly attention, and 
emerged as a public health issue, in the 1960s, when the European health professionals migrated 
to the U.K and the U.S. In the 1970s, the World Health Organisation (WHO) published a detailed 
40-country study on the magnitude and flow of physicians and nurses. The study estimated that 
about 6% of the world‘s physicians and 4% of the nurses are elsewhere than their countries of 
origin ( Mejia, 1978). Since then no study on the migration of health professionals has been as 
comprehensive.  
 
In India, one of the first references to international migration of health professionals was written 
in 1969 in the Times of India newspaper article, titled ‗Brain Drain in Medicine‘ (Connell, 2010). 
From the 1970s, a sizeable amount of research has been published in this context. However, the 
majority of such material (opinion pieces, correspondence, and editorials) is based on an array of 
unconnected data, anecdotal evidence, or basic intuition. The literature, based on systematic 
studies and in-depth analyses typically falls into two groups. The first group describes, in very 
quantitative terms, the proportion of physicians and nurses migrating internationally from the top 
medical and nursing colleges of India. The other group explores the experiences and integration 
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of Indian trained physicians and nurses, residing in the Middle East, the U.K., and the U.S. 
However, the literature, pertaining to ‗why and what‘ factors that motivate Indian trained 
physicians and nurses to migrate internationally, is scant. Moreover, studies specific to ‗why they 
migrate to Australia‘ are non-existent.  
 
The World Health Organisation  (WHO, 2006) report, Working Together for Health, highlighted 
the workforce issues faced by health systems. Both developed and developing countries have a 
pressing shortage of nurses and physicians (Posy Bidwell et al., 2012). Unfortunately, staff 
shortages, the lack of specialist training in low-and-middle income countries, and the economic 
downturn in the West have resulted in the migration of physicians and nurses sourced from the 
most developing countries to the more developed destination countries. About 30% of physicians 
in the four largest English speaking countries (i.e. the U.S., the U.K., Canada, and Australia) are 
overseas trained; about 40% to 75% of migrants are from developing countries (Arah, Ogbu, & 
Okeke, 2008).  
 
In India there is increasing concern about the migration of physicians and nurses to developed 
countries, as it is often linked to staff and skills shortages in the Indian health system. The latest 
estimates from the Planning Commission of India (PCI) are that about one-third of Indian 
physicians, nurses, and other health workers leave the country every year (PCI, 2011; Supe & 
Burdick, 2006). There is also a short-fall of about 0.6 million physicians,1 million nurses, and 
0.2 million dental surgeons (Sinha, 2008). Furthermore, only 40% of the nearly 1.4 million 
registered nurses and less than 70% of all allopathic doctors (816,629 as of 2010) are currently 
active in the country. This is primarily due to the low recruitment, international and cross-
industry migration, attrition, and drop outs (owing to poor salary and working conditions) (GOI, 
2005; Sinha, 2012). 
 
Despite the growing international migration and the documented evidence of the deficiencies in 
the human resources within the Indian health system, little effort is made to manage the outflow 
of physicians and nurses. Further, there is no indication of any strategies to ensure the return of 
health professionals, or any policy to ensure an adequate supply or retention of the health 
workforce to manage the exodus. To-date the Indian emigration policy has been laisser-faire, 
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which has encouraged the free movement of skilled workers for overseas employment. 
Moreover, India is one of the countries that have intentionally invested in the training of health 
professionals for export (Chanda & Sreenivasan, 2005). All professional degree holders, 
including healthcare professionals such as physicians, nurses, possessing qualifications under the 
Indian Nursing and Medical Councils are included in the Emigration Clearance Not Required 
(ECNR) category (PHFI, 2011). This category further imposes barriers to determine the exact 
magnitude of the country‘s health professional migration. 
 
In Australia there is also a shortage of health professionals, mainly in the rural, remote, and 
outer-metropolitan areas (GOA, 2012). This situation is further exacerbated by the ageing patient 
and practitioner base, the reduction in working hours by the young health professional cohorts, 
the growing feminisation of medicine, and the limited access to internship places and distribution 
challenges (Armstrong, Gillespie, Leeder, Rubin, & Russell, 2007; Hawthorne, 2012a; Schofield, 
Fletcher, & Callander, 2009). To address these issues, five new medical schools were developed, 
and university vacancies for medical education were increased (Joyce, McNeil, & Stoelwinder, 
2006). However, despite having goals for self-sufficiency, the migration of health professionals 
seems to remain an important strategy for Australia (Hawthorne, 2012a). In the recent decade the 
OECD (Organisation for Economic Cooperation and Development) affirmed that Australia has 
developed an extraordinary reliance on overseas trained physicians and nurses compared with 
other developed countries (OECD, 2007). Further, the Department of Immigration and Border 
Protection (DIBP) has recently set ‗occupation ceilings‘ for skilled migration in 2014-15, which 
counts to 8,672 in medicine and surgery (including specialists), and 15,042 in nursing (DIBP, 
2014). This suggests the growing intention of Australia to attract overseas trained health 
professionals for its health system.  
 
Historically, Australia has been an attractive destination for physicians, mainly from the U.K. 
and New Zealand. In the last decade, however, there has been a noticeable increase in doctors 
immigrating from the developing countries (Hawthorne, 2011a), primarily from India, Pakistan, 
Bangladesh, Sri Lanka, the Philippines, and other southern and central Asian countries 
(Hawthorne, 2012a). Estimates are that about 29,018 permanent immigrants reached Australia 
from India in 2011-2012, of which 293 were physicians (Bhattacharjee, 2012; Lane, 2012). The 
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situation is similar for nurses. Indeed, there is evidence that Australia is increasing its 
dependency on overseas trained nurses, mainly to compensate for the chronic nurse shortages in 
rural and remote areas. These shortages are due to the continued exodus of Australian nurses 
overseas, as well as the mal-distribution and ageing of the Australian nursing workforce 
(Hawthorne, 2011b; Schofield, et al., 2009).  
 
The Australian Institute of Health and Welfare (AIHW) Nursing and Midwifery Labour Force 
Survey showed an increase in the number of employed registered nurses (RNs), from 14% in 
2004 to 16% in 2009, who received their first nursing qualification overseas (AIHW, 2009).  
Between 2005 and 2012, a total of 20,998 permanent visas were granted, while, between 2004/05 
and 2011/12, a total of 5,815 temporary long-term business visas (class 457) were granted to 
internationally educated nurses (Hawthorne, 2012b). Three-quarters of these nurses came from 
the U.K., India, and the Philippines. Given the present pressure in India to reduce medical and 
nursing migration, and the likely continuing demand in Australia, the current research has been 
timely, unique and a significant study. The next section details the aims, objectives, research 
questions, as well as the significant aspects of this research, especially with regard to healthcare 
professionals‘ policy and practice. 
 
1.3 Aim, research questions, and objectives  
The aim of this research was to investigate the ‗intention to migrate‘ (ITM), to another country, 
by Indian healthcare professionals, to explore their migration preference for selected 
countries/regions (such as, Australia, New Zealand, the U.S, the U.K, Singapore and Middle East 
region), and to analyse the factors that promote or inhibit their intention to migrate specifically to 
Australia. Further, the research sought to examine the regulatory environment of India and 
Australia for potential effects on the intentions of Indian physicians and nurses to migrate to 
Australia.  
 
The following six questions were addressed by this research.  
i. How strong is the ‗intention to migrate‘ (ITM) among Indian physicians and nurses? 
ii. What are the migration preferences of Indian physicians and nurses for selected countries 
and regions? 
7 
 
iii. What are the factors that influence Indian physicians‘ and nurses‘ intention to migrate to 
developed countries, like Australia? 
iv. How do the factors influencing the intention of Indian health professionals to migrate to 
developed countries, like Australia, vary between physicians and nurses? 
v. What are the factors that influence Indian physicians‘ and nurses‘ intention to migrate to 
Australia? 
vi. What impact does the regulatory environment of both countries (India and Australia) 
have on the Indian physicians‘ and nurses‘ intention to migrate to Australia? 
 
In order to answer these research questions the following five objectives were accomplished: 
i. To investigate the ‗ITM‘ of Indian physicians and nurses to another country; 
ii. To explore the migration preferences of Indian physicians and nurses for selected 
destinations, such as Australia, New Zealand, the U.K., the U.S., Singapore, and the 
Middle East region; 
iii. To examine the push and pull factors of international migration (with respect to personal, 
educational, workplace, social, labour market, financial, and policy factors) of Indian 
physicians and nurses that influence their intention to migrate to Australia; 
iv. To determine the differences in the factors of migration intentions among two important 
groups of Indian healthcare professionals (physicians and nurses); and 
v. To examine the implications of the current regulatory environment in both countries (India 
and Australia) on the intentions of Indian physicians and nurses to migrate to Australia.  
 
The research questions were answered using a sequential mixed-method approach, based on a 
multi-model push and pull framework. The framework informed the choice of methodology, as 
well as the planning, data collection, analysis, quality control, integration, and presentation of 
results. As discussed in more detail later, the framework proposed that the intentions of 
physicians and nurses to leave India and migrate to Australia are determined by a combination of 
push, pull, facilitating, and associated factors, existing within the source country, India, and the 
destination country, Australia.  
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1.4 Significance of the research 
The significance of this research arises out of identifying why a growing number of Indian health 
professionals are migrating, mainly to developed countries. The need for such research arises as 
India is one of the largest source countries to export physicians, nurses, and other health 
professionals to the developed countries, including Australia, with implications for destination 
countries (Bhattacharyya, Hazarika, & Nair, 2011; Mejia, 1978; Nair & Webster, 2013). During 
2011 and 2012, Indian skilled migrants outnumbered Chinese and U.K. migrants to Australia, 
with a significant number being physicians and nurses (Lane, 2012). Between 2005/2006 and 
2009/2010, they ranked after the U.K. in temporary and permanent migration (Hawthorne, 
2011b). Further, Indian trained physicians also ranked number one amongst all the Asian 
countries, especially in-terms of qualifying for the Australian Medical Council Examination 
(Hawthorne, 2012b).  
 
Despite the increasing numbers of Indian physicians and nurses migrating internationally, mainly 
to developed countries such as Australia, little is known about the factors that encourage and 
inhibit their migration intentions. The current research sought to address this knowledge gap, 
particularly in relation to improving the understanding of those factors that potentially influence 
their intentions to leave, or remain in, India. Specifically, the research provided a greater 
understanding of factors that potentially influence Indian physicians‘ and nurses‘ intentions to 
migrate to Australia, or discourage them from migrating there.  
 
Importantly, this research has a range of implications for health policy and practice. The findings 
may allow for the development of a more rationalized process of migration and an effective 
management of health professional distribution within India. Further, it enables the development 
of bilateral agreements between India and destination countries to enhance collaborative health 
professional training, the mutual recognition of degrees, and avenues for skills sharing. With 
respect to Australia, the research results have the potential to assist an overseas trained health 
professional to adapt more easily to the new system and provide the country with evidence on 
how to improve immigration planning and select a more relevant health workforce. 
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In addition, this research has contributed to the theoretical understanding of international 
migration of Indian physicians and nurses. The finding has provided evidence to strengthen the 
push and pull model to better understand the migration determinants of health professionals.  It 
has also identified a new category of factors to consider in the conceptual framework namely 
‗facilitating factors‘ of international migration. This new category could be a vital force in 
determining the international migration intention, since it plays a supporting role in the migration 
process.  
 
1.5 Structure of thesis 
The thesis is divided into eight chapters, with seven appendixes. A list of abbreviations used 
throughout the thesis is given at the beginning of the thesis. The first chapter provides a 
background to the study, details the aim, objectives, and research questions, and explains the 
purpose of the research.  
 
The literature review, given in Chapter Two, was conducted utilizing a rigorous and replicable 
search technique that examined the extant literature relevant to the area of inquiry. Specifically, 
the review addressed: the patterns, distributions, and determinants of health professional 
migration to major destination countries; medical and nursing education systems in India and 
Australia; the impact of health professional migration, with a special focus on India and 
Australia; and the current policies of India and Australia relating to health professionals 
migration.  
 
Chapter Three reviews the theories of labour migration. Based on that review a multi-model push 
and pull framework is proposed that guides the analysis and interpretation of the data and 
presentation of results.  
 
Chapter Four presents a discussion of the mixed method and explains the role of each method 
applied in the research. The chapter also presents a justification of the use of different research 
tools, techniques, and process in the research, as well as outlines the ethical aspects of the study. 
Additionally, the chapter identifies the processes involved n the collection, quality control, 
analysis, integration, and presentation of both the quantitative and qualitative data.  
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Chapters Five, Six, and Seven presents the study findings. Chapter Five outlines the quantitative 
results that highlight Indian physicians‘ and nurses‘ ‗intention to migrate‘ (ITM) to another 
country, and their preferences to migrate to selected countries/regions. This chapter also presents 
the bivariate and multivariate analysis of the survey data that determine the most significant push 
and pull factors driving physicians and nurses to leave India, as well as attracting them to 
migrate to developed countries, like Australia, or deter them from migrating there. 
 
Chapter Six presents the qualitative results. It analyses the interview data and expands the push 
and pull factors that drives Indian physicians and nurses to emigrate from, or encourages them to 
remain in, India. Furthermore, additional facilitating factors supporting the health professionals 
to emigrate from India are also examined in this chapter. In addition it also presents the analysis 
of pull factors that attract them to Australia, or push factors that discourage them from migrating 
there.  
 
Chapter Seven (Regulatory Environment) highlights the analysis of the key informant interviews 
for the potential effects of the medical and nursing regulatory environments of both countries 
(India and Australia). Chapter Eight delves into two important areas of the thesis viz., the 
discussion and conclusion. The beginning of this chapter discusses the important findings of the 
research by integrating the survey and interview results with respect to a range of push and pull 
factors (viz., personal, social, financial, workplace, educational, labour market, policy, ethical 
and, other facilitating factors) of Indian physicians and nurses intention to migrate to Australia. 
While discussing these factors it connects the findings of this research into earlier studies, and 
where found necessary, identified the scope for further research. At the end, this chapter 
summarises the thesis. It acknowledges the research limitations and highlights future policy and 
practical implications, as well as suggests important areas for further research. 
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Chapter Two: Review of Literature 
 
The purpose of this chapter is to present an analysis of the extant literature on the international 
migration of health professionals, especially of Indian physicians and nurses to major destination 
countries, viz., the U.S., the U.K, Australia, and Canada. The literature review examines 
different determinants that were previously established to influence international migration 
intentions of health professionals. The review focused on gaining an understanding of the 
education and regulatory environment of India and Australia. Such environment plays a potential 
and important role in determining the migration of Indian health professionals to Australia. A 
rigorous and replicable search technique was employed in the extensive literature review on 
healthcare professional migration. The review includes literature from research articles, reports, 
government documents, theses, and book chapters, as well as newspapers and magazine articles 
relevant to the research topic. The detail search process is elaborated in the methodology chapter 
(Chapter Four).  
 
Chapter two is presented in six sections. The first section (2.1) discusses the pattern, distribution 
and determinants related to physician and nurse migration, mainly in relation to the four major 
destination countries stated above. The second section (2.2) examines the migration distribution 
of Indian physicians and nurses to these important destination countries, with a special focus on 
Australia. Section (2.3) highlights the Indian and Australian healthcare systems, and reviews 
their current medical and nursing education systems with reference to the supply, availability, 
and shortage of physicians and nurses in the respective health systems. The fourth section (2.4) 
analyses the implications of health professional migration on the Indian and Australian 
healthcare systems. The following section (2.5) discusses the regulatory environment of both 
countries relating to the international migration of healthcare professional, and examines its 
impact on the migration of Indian health professionals to Australia. The final (2.6) section links 
the review to the thesis and summarises the chapter.  
 
2.1 Migration of health professionals: patterns, distributions, and determinants 
The international migration of health professionals is multi-directional. The migration flow is 
generally categorised into three directions, viz., migration among developed countries, migration 
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between developing and developed countries, and migration among developing countries 
(Buchan & Sochalski, 2004). Such migration among developed countries is also called ‗North to 
North‘ migration, while the migration between developing and developed countries is termed 
‗South to North‘ migration, whereas the migration among developing countries is named as 
‗South to South‘ migration (Kingma, 2008).  
 
Rutten (2009) describes the international migration of health professionals as a ‗Carousel‘ 
phenomenon. This phenomenon suggests that a health professional leaves their home country 
and migrates to several countries over the course of their professional career, each time 
developing greater skills and more credentials. Another report on Immigrant Health Workers in 
Organisation for Economic Co-operation and Development (OECD) countries has characterized 
the international flow of both physicians and nurses as a ‗Cascade-type-model‘. In this pattern of 
movement the U.S.is at the bottom of the fall (See fig. 2.1). 
 
 
 
 
 
 
 
 
 
 
 
 
Source: (OECD, 2007) 
Fig. 2.1: Migration pattern of health professionals within OECD countries 
 
This flow pattern indicates that the U.S. is where most migrant health professionals ultimately 
prefer to settle. As a result the U.S. is the only receiving country with an overall net gain of 
migrant nurses and physician populations (OECD, 2007).  
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In Haour-Knipe and Davies‘s (2008) review the pattern of migration is shown to being 
increasingly circular, especially for nurses. For example, the nurses are moving back and forth 
between countries of origin, transit, and destination. Thereafter, they often return home, but 
frequently migrating, and so on and so forth which suggests a complex pattern of movement 
among the nurse cohort. A detail examination of the international migration pattern of physicians 
and nurses is presented below. 
 
2.1.1 Patterns of international migration of physicians and nurses 
During the mid and late twentieth century migration between developed countries was a common 
phenomenon. Physicians from the U.K. would move to the U.S. and Canada, the Canadian 
physicians would move to the U.S., while British physicians moved to Australia (Bundred & 
Levitt, 2000). However, debate and disquiet have grown up on the issue of health professional 
migration in the international community during the late 1960s. Such disquiet led to the setting-
up of the ‗WHO Multi-national Study of International Migration of Physicians and Nurses‘ in the 
1970s (Mejia, 1978). The WHO study analysed the patterns, distributions, and determinants of 
physicians‘ and nurses‘ international migration across 40 countries. At that time, Germany, 
Australia, the U.K., the U.S., and Canada were the most important destination countries, while 
India, the Philippines, Sri Lanka, Hong Kong, Egypt and Pakistan were the primary source 
countries.  
 
Even after many years, Mejia‘s study has aged well, with many of the findings remaining as 
relevant today as they were more than three decades ago. In one study, Bach (2004) noted that 
the exports of physicians are mainly from countries in Africa, the Caribbean, South-East Asia, 
and South Asia. The imports go mostly to countries such as Australia, Canada, the U.K., the 
U.S., France, and Belgium. Bach‘s review further contended that the exporting countries can be 
sub-divided into surplus countries that voluntarily send health professionals abroad; these 
include Cuba, India, Egypt, and the Philippines. The shortage countries, from which out-
migration of health professionals is voluntary, but not a policy goal of the government, includes 
African countries, the Caribbean, and some Asian countries.  
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In the recent past, Bhargava and Docquier (2007) and Clemens and Pettersson (2008) developed 
the most comprehensive datasets on the international migration of physicians. Bhargava and 
Docquier‘s (2007) dataset identified sixteen major source countries; Clemens and Pettersson‘s 
(2008) dataset, from 1991 to 2004, included nine important source countries. The two datasets 
identified India and the Philippines, and some countries from the African region, as the major 
exporter of physicians and nurses. In the same decade, one study focused on taking stock of the 
international medical graduates working in the U.K., the U.S., Australia, and Canada (Hagopian, 
Thompson, Fordyce, Johnson, & Hart, 2004). Since the definitions used, and the time period and 
countries covered, in the datasets differ, the studies could not be compared. However, in absolute 
terms, the major source countries exporting physicians were found to be India, South Africa, 
Algeria, Ghana, Nigeria, Pakistan, and the Philippines, all from the developing world. In 
contrast, the developed world, such as the U.S., the U.K., Canada, and Australia, were found to 
be the major destination countries, with the U.K. and Canada being both source and destination 
countries. Based on these findings, the major source, and destination, as well as both source and 
destination countries, were classified for the physician cohort (See table 2.1). 
 
Table 2.1: Classification of countries based on migration of physicians 
Major Source Countries Destination Countries Source and Destination 
Countries 
India, Philippines, Pakistan, Sri 
Lanka, South Africa, Algeria, 
and Nigeria 
U.K., U.S., Australia, and 
Canada 
 
U.K. and Canada 
 
 
The data related to the international migration of nurses were not well documented as the 
physicians‘ data. In the past, the migration of nurses tended to follow the North-North or South-
South phenomenon. Examples of the ‗North to North‘ phenomenon are: Canadian nurses 
working in the U.S., nurses from Ireland working in the U.K. and Australia; an example of the 
‗South to South‘ phenomenon include Fijian nurses migrating to Palau, an island nation south of 
Tokyo and east of the Philippines (Kingma, 2007). However, the latest migration pattern of 
nurses shows a predominant move from developing to developed countries, i.e. one-way 
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movement, referred to as ‗South to North‘ migration (Kingma, 2008). This data indicates that the 
migration flow has changed over time, with more and more developing countries contributing to 
the pool of international nursing migrants. One possible reason for this change could rest with 
the shortage of nurses in many developed countries.  
 
Importantly, Buchan and Sochalski‘s (2004) survey identified the extent to which different 
destination countries rely on recruiting from developing and developed countries. The survey 
made noteworthy observations on the pattern of migration of nurses, especially to the U.K and 
Ireland. It noted that the number of source countries to the U.K. had increased from 71, in the 
1990s, to 95 in 2005; India and the Philippines were the major source countries. The survey also 
noted that the U.K. is a good example of both a source and a destination country. It recruits from 
the Philippines, African countries (e.g. South Africa and Sub-Saharan Africa), India, Pakistan, 
Australia, and New Zealand, and exports chiefly to Australia, Canada, and other high-income 
English speaking countries.  
 
Data from the U.S. and Canada suggests that the Philippines, India, Nigeria, Jamaica, South 
Africa, and Ghana are also major source countries (Jenkins et al., 2010; Mireille Kingma, 2008). 
Canada is both a source and destination country, while the U.S. is one of the major beneficiaries 
of Canadian nurse migration. Whereas the Philippines, India, Hong Kong, Australia and Poland 
are the major donor countries to Canada (Little, 2007). Data from Australia indicates that 
international nurse recruitment has currently shifted more from the U.K., Ireland, and New 
Zealand towards South Asia and the Southeast Asia region (Negin, Rozea, Cloyd, & Martiniuk, 
2013). Based on a review of these findings, a classification table was developed for the major 
source, destination, and both source and destination countries for nurses (See table 2.2). 
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Table 2.2: Classification of countries based on migration of nurses 
Major Source Countries Destination Countries Source and Destination 
Countries 
Philippines, India, Nigeria, 
Jamaica, Ghana, South Africa, 
Poland, China South Korea, 
Nepal, Malaysia, and Singapore 
U.K., U.S., Australia, and 
Canada 
 
Canada, U.K. and 
Australia 
 
 
2.1.2 Distributions of physician and nurse’s migrants  
One of the important multi country studies on the distribution of migrant health professionals 
goes back to Mejia‘s work of 1970s. During that time it was noted that about 6% (140,000) of 
the world‘s physicians and 4% (135,000) of world‘s nurses were located elsewhere from their 
counties of origin compared to a recent estimation of 421,746 (18.2%) physicians and 711,877 
(10.7%) nurses, mainly in twenty four OECD countries (Martin, 2007; Mejia, 1978).  
 
A review on the distribution of physicians and nurses‘ migrants is conducted mainly across four 
major destination countries, such as, the U.K, the U.S, Australia, and Canada. This is because 
information on health professionals migration inflows is more reliable at the destination 
countries compared to the source countries (Bach, 2004; Mejia, 1978). 
 
United States (U.S.) 
A study conducted by the OECD (OECD, 2007) found an overall increase in the migration of 
skilled health professionals, especially physicians and nurses to the U.S. The U.S. is an example 
of a destination country; the number of overseas trained physicians passing step-3 of the final 
U.S. medical licensing examination increased by 70%, between 2001 and 2008 (OECD, 2010). 
Indeed, the U.S. employment of overseas trained nurses grew continuously during this period, 
while there were increased numbers of foreign trained nurses applying to the Commission on 
Graduate Foreign Nursing Schools (a Federal screening programme for nurses seeking U.S. 
occupational visas). These nurses were primarily from the Philippines, India, Canada, and South 
Korea (Nichols, Gessert, & Davis, 2007).  Recent data estimated that about 25% of overseas 
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trained physicians and 15% of overseas trained nurses work in the U.S. healthcare system (MPI, 
2012).These statistics indicate that the U.S. is the second largest importer of physicians and 
nurses among the four major destination countries (Australia, U.K., Canada, and U.S.)                   
(See table 2.3). 
 
Table 2.3: Overseas trained physicians and nurses in four major destination countries 
Major 
Destination 
Countries 
Physicians Reference  Nurses Reference  
Total no‘s 
Registered  
% Trained 
Overseas  
Total no‘s 
Registered  
% Trained 
Overseas  
Australia 82,895 24% HWA, 
2012a 
 
268, 883 16% HWA, 
2013 
U.K 267,173 37% GMC, 
2015 
377,191 8%  HSCIC, 
2015 
 
U.S. 853,000 25% MPI, 
2012 
2,684,400 15% MPI, 2012 
 
Canada 77,000 18% WHO, 
2014 
408,093 8% WHO, 
2014  
 
Australia 
In Australia, the number of foreign trained physicians and nurses has increased considerably in 
the recent past. The Australian Bureau of Statistics (ABS) data shows that more than half of the 
General Practitioners (GPs) (56%), and just under half of the medical specialists (47%) were 
born overseas (ABS, 2013a). The Health Workforce Australia estimates that about 24% of 
physicians and 16% of nurses are overseas trained (HWA, 2012, 2013). However, for 
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consistency and ease of comparison with the other three major destination countries (viz., U.K, 
U.S. and Canada), these estimates were included in the migration comparison (See Table 2.3). 
 
In respect of nurses, Australia is both a source and destination country. As a source country, the 
key destinations tend to be English speaking countries where the education pattern and nursing 
practice are similar to that of Australia (Ohr, et al., 2010). In contrast, as a destination country, 
migrating nurses tend to come from the developing regions, such as South Asia, South-east Asia, 
and Sub-Saharan Africa in increasing numbers. Between 2001 and 2011, about 21% of migrating 
nurses and midwives were born in South Asia, 15% in South-east Asia, and 14% in Sub-Saharan 
Africa (Negin, et al., 2013). These figures identify an important shift in the migration of nurses 
to Australia from the developing countries in the recent past. 
 
The United Kingdom (U.K) 
In the U.K., during the late 1990s shortages in skilled staff was the key obstacle to improving 
services within the National Health Services (NHS). The response of the government was to 
grow the NHS workforce using four strategies. One strategy was to increase the recruitment of 
internationally trained health professionals. The recruitment was facilitated by fast tracking work 
permits for health professionals, and targeting recruits in specified countries using specialist 
recruitment agencies. As a result, between 1999 and 2005 there was an unprecedented growth in 
the recruitment of internationally trained nurses and physicians (Buchan, Baldwin, & Munro, 
2008).  
 
In 2000, the NHS launched a global campaign to attract overseas trained general practitioners, 
specialists, and nurses. By 2003, the number of newly registered physicians, trained overseas, 
doubled, while the recruitment of overseas trained nurses went up by 20%. During the same 
period, the statistics suggested that about 80% of the growth in the NHS physicians and 73% of 
the growth in nurses were due to international recruitment (Bach, 2007, 2008). As of July 2015, 
37% (98,839) of 267,173 physicians, registered with the General Medical Council (GMC), were 
overseas trained. Approximately  9% (24, 960) earned their primary medical qualification in 
India (GMC, 2015). Similarly, 8% of 377,191 nurses registered with the Nursing and Midwifery 
Council U.K. were overseas trained (HSCIC, 2015). The exact proportion of Indian trained 
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nurses working in the U.K. is unclear. However, there is some evidence that, in the last two 
decades, the number of Indian nurses migrating to the U.K. had increased significantly (PHFI, 
2011). These statistics suggest that, among the four major destination countries, the U.K. has the 
largest proportion of migrant physicians in their health system. 
 
Canada 
Canada is widely acknowledged as both a source and destination country for health professional 
migration; hence, the literature review is presented from the perspective of both source and 
destination country. The number of foreign trained doctors in Canada decreased between 1968 
and 2005 compared to other OECD countries. However, from 1999 there was an increase in the 
number of foreign trained nurses in the country. One reason could be the high emigration of 
Canadian nurses to the United States, and the concomitant shortages in the Canadian health 
system (Little, 2007). The 2001 Census data shows that about 35% of physicians and 17% of 
nurses are either foreign born or foreign trained. (Dumont, Zurn, Church, & LeThi, 2008). A 
2014 WHO report (that used Canadian Institute of Health Information data) noted that about 
18% of the physicians and 8% of the nurses were foreign trained (WHO, 2014).There is also 
some evidence that the major source countries to supply nurses to the Canadian healthcare 
system were the Philippines, the U.K., and Jamaica, whereas the main source countries for 
doctors were India, the U.K., and South Africa (Dumont, et al., 2008).  
 
On the other hand, during the 1990s issues related to the slashing of funding in the Canadian 
healthcare system and restructuring, such as geographic and billing restrictions imposed on 
physicians, prompted them to consider migrating to the United States. Due to incomplete data, it 
was not clear how many nurses and doctors had left Canada, nor where they had gone (Baumann 
& Downey, 2004).  However, there were some estimates that about 9% of all nurses and 19% of 
the doctors born and trained in Canada were working in another OECD countries, with the U.S. 
being the most preferred destination for them (Dumont, et al., 2008).  
 
The review of four developed destination countries (viz., Australia, the U.K, the U.S, and 
Canada) indicates that the U.S has the highest numbers of total registered physicians (853,000) 
and nurses (2,684,400) in their health system followed by the U.K (Physicians- 267,173; Nurses-
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377,191), Australia (Physicians - 82,895; Nurses-268,883) and Canada (Physicians-77,000; 
Nurses-408,093). Of the total registered physicians and nurses, the U.K (37 % of physicians) and 
Australia (16% of nurses) have the largest proportion, and Canada (18% of physicians & 8% of 
nurses) has the smallest proportion of overseas trained physicians and nurses in their health 
system respectively (See Table-2.3). Moreover, the proportion of overseas trained physicians is 
higher compared to nurses across all the four countries. The review also indicates that a 
significant proportion of the healthcare professionals migrating to these developed destination 
countries are primarily from developing countries. Countries like India, Pakistan, Sri Lanka, 
South Africa, Algeria and Nigeria are the major contributors of physicians and Philippines, India, 
South Africa, Ghana, Nepal, Singapore, China and Malaysia are the major exporters of nurses to 
these developed countries. This substantial volume of migration would represent a very 
significant loss to source countries health systems, particularly, in terms of the cost involved in 
training physicians and nurses, as well as the cost of recruiting replacements, or the additional 
workload experienced by remaining staff, if replacements are not available.  
 
2.1.3 Determinants of physician and nurse’s international migration 
The determinants of health professionals‘ migration are well documented in the medical and 
nursing migration literature, primarily under the push and pull factors. A detailed review of the 
push and pull factors is presented in the next chapter (Chapter Three). In the current section, the 
information was drawn from studies which focused on the causes of international migration from 
a different perspective other than push and pull factors. One important study by Mejia (1978) 
contributed an understanding of the causes of health professional migration in different 
countries. From the findings a number of propositions were developed that explored the 
discernible relationship between the per capita GDP, the production (training) of physicians and 
nurses, and the likelihood that they would emigrate. For example, it was estimated that most 
physicians and nurses who migrated internationally were seeking to improve their professional 
and financial situation. However, that study generalized the determinants of migration between 
nurses and physicians, and did not distinguish between them. 
 
In another review, Rutten (2009) categorised the causes of migration into direct and indirect 
drivers. Direct drivers include factors that directly influence the migration decision of health 
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professionals, such as working and living conditions, as well as factors that make it more or less 
costly to move. The indirect drivers include factors that determine the demand and supply of 
health professionals in the source and destination countries, and indirectly influence migration.  
 
Kingma (Kingma, 2006; 2007; 2008) examined the determinants of migration from the 
perspective of a nurse. She noted that critical nursing shortages in developed countries generate 
more demand that is fueling international recruitment campaigns, and suggested that the nurse‘s 
motivation to migrate was multi-factorial and not limited to financial incentives.  
 
Dywili, Bonner and O‘Brien‘s (2013) literature review posited that nurse migration involves 
multiple factors, such as financial, professional, political, social, and personal factors and argued 
that finance is not the only reason of migration despite it being commonly reported in the 
literature.  
 
Gray and Johnson (2009) conducted a review of six empirical studies to examine the intentions, 
motivations, and determinants of nurse migration(Gray & Johnson, 2009). Their review made the 
following noteworthy findings: first, motivations and intentions varied by country of origin and 
by individual nurses; and second, nurses from developed countries migrate primarily for personal 
reasons, while nurses from less developed countries migrate for economic, professional, and 
family reasons. Therefore, is it argued that country level studies are needed to better understand 
the determinants, and the decision making process of migration, as well as the experience of 
individual nurses, from the perspective of both source and developed countries.  
 
Vujicic, Zurn, Diallo, Adams, and Dal Poz (2004) examined the migration determinants by 
comparing financial and non-financial factors. They found little correlation between the supply 
of medical migrants and the size of wage differential (in-terms of purchasing power parity) 
between the source and destination countries. Furthermore, they suggested that non-financial 
factors play a much crucial role in the decision to migrate compared to the financial factors.  
 
Other factors that determine medical migration are: political stability, common language, 
colonial ties, liberalisation of labour market, and the mutual recognition of qualifications. 
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Politically stable countries are better able to retain their doctors, while the poorest countries, that 
lack the capacity to educate, are reported to have high physician emigration rates(Clemens & 
Pettersson, 2008). Language also plays an important role in explaining bilateral flows, for 
example, migration between francophone African countries and France, or migration between 
Germany, Austria, and Switzerland. This scenario is also true for the major English-speaking 
destination countries, between which there is considerable ‗cycling‘, such as the pattern of 
medical migration between Australia, Ireland, the U.K. the U.S., and Canada (Mullan, 2005). 
Colonial ties are also seen to determine a particular directional flow of doctors between 
developing and developed countries, for example, the migration of Indian doctors to the U.K. 
and Australia, as well as other Commonwealth destinations. Additionally, European Union (EU) 
physicians, nurses, and other health professionals move freely within the EU countries following 
the rules of harmonisation of training requirements, which automatically recognises health sector 
qualifications under certain conditions.  
 
2.2 Migration of Indian physicians and nurses  
The international migration of Indian physicians began in the 1960s due to post-colonial ties with 
the U.K. Over a period of time the migration spread to other similar economic countries, such as 
Australia, Canada, and the U.S. (Dalmia, 2006). On the other hand, Indian nurses began their 
migration in the same era, but mostly to the Middle East region. More recently they have started 
to move to the U.K. the U.S., and Australia, primarily due to the increasing shortage of nurses in 
these countries (Adkoli, 2006). 
 
2.2.1 Migration of Indian physicians 
In the past a large number of Indian physicians traveled, especially to the U.K., U.S., Australia, 
Canada, and other countries in pursuit of specialist training and practice positions. This exodus 
of physicians resulted in India being acknowledged as the world‘s largest donor of medical 
manpower by the WHO (Mejia, 1978). After a little more than three decades, Mullan (Mullan, 
2005; Mullan, 2006) wrote that Indian trained physicians comprised the largest number of 
overseas trained physicians in the U.S. (4.9%) and the U.K. (9.2%), the second largest in 
Australia (4.9%), and the third largest in Canada (2.1%)  (See table 2.4). 
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Table 2.4: Share and ranking of Indian physicians in four major destination countries 
Destination  
Countries 
No. of IMG 
(% of the workforce) 
Destination 
Countries 
No. of IMG 
(% of the workforce) 
1. U.S. 3. U.K. 
India (Rank1
st
) 40,838 (4.9) India (Rank1
st
) 25,960 (9.2) 
Philippines 17,863 (2.1) Ireland 2,845 (2.1) 
Pakistan 9,667 (1.2) Pakistan 2,693 (1.9) 
2.Canada 4. Australia 
U.K. 2,735 (4.1) U.K. 4,664 (8.6) 
South Africa 1,754 (2.6) India (Rank2
nd
) 2,143 (4.1) 
India (Rank3
rd
) 1,449 (2.1) New Zealand 1,742(3.2) 
Source: (Mullan, 2005; 2006; PHFI, 2011) 
 
Docquier and Bhargava‘s (2007) study found that the emigration rate of Indian physicians had 
increased over the last two decades. Another recent study by (Jenkins, et al., 2010) suggested 
that a large number (i.e. 4,687) of Indian trained physicians with specialist training in psychiatry 
were registered in the U.S., the U.K., Australia, and New Zealand. In 2007, the American 
Medical Association estimated that the U.S. had 47,581 Indian medical graduates working in 
their health system (AMA, 2007). Similarly, a report published by the Canadian Institute for 
Health Information (CIHI, 2007) found that during 2012 overseas trained physicians contributed 
22% of the workforce; the largest migrant groups coming from South Africa and India. In 
addition, Indian physicians have been reported migrating to other countries, especially in the 
Gulf region, ASEAN countries, and countries of the European Union. However, because of the 
paucity of data, estimating the exact number of Indian physicians is difficult. Furthermore, due to 
methodological limitations and a non-existent national database for health professionals the 
figures quoted by different sources may have been under-estimated (Shet, 2008).  
There is also some evidence that the sources of this migration are the best medical and 
government colleges in India. One study showed that Indian physicians from the top ranked 
medical colleges were two to four times more likely to emigrate than graduates from the bottom 
quintile of colleges (Kaushik, Roy, Bang, & Mahal, 2008). Another study, in the same year, by 
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Kaushik et al., (2008) posited that 54% of high-achieving physicians, who had completed their 
medical degree between 1989 and 2000, at the country‘s premier medical college, the All India 
Institute of Medical Sciences (AIIMS), New Delhi, now resided outside India; the majority of 
graduates now live in the U.S, the U.K., and Australia (Kaushik, Jaiswal, Shah, & Mahal, 2008). 
In a similar study, at the Bangalore Medical College (another top ranked government medical 
college in southern India), 59% of the final year medical students had thought of immigrating 
abroad for further training. Of those who wished to leave, 42% preferred the U.S, 43% preferred 
U.K, and 9% preferred Australia and New Zealand. The same study showed that there was a 
growing interest among Indian medical graduates towards migrating to Australia and New 
Zealand (Rao, Rao, & Cooper, 2006).  
 
2.2.2 Migration of Indian nurses 
The process of  the international migration by Indian nurses started in the 1960s and gained 
momentum in the 1970s, with migration taking place mainly to the Middle East region (Kodoth 
& Kuriakose, 2013). During that time, the booming oil industry in the Middle East resulted in the 
construction of large number of new hospitals which were seen as a lucrative career opportunity 
for Indian nurses, especially those from Kerala, a southern state in India (Khadria, 2008). This 
trend continued for some time, with many young Indian women joining nursing schools all over 
the country, with the intention to migrate. In the 1960s and 1970s, there were critical shortages 
of nurses, arising from the expansion of medical coverage in the U.S., and the decline in women 
attending American nursing schools. As a consequence, U.S. hospitals conducted recruitment 
campaigns in India for nurses (Kodoth & Kuriakose, 2013; Williams, 1996).  
 
Although no comprehensive official data exists regarding the international migration of Indian 
nurses, various surveys have suggested that the number of Indian nurses who intend to migrate 
overseas varies from 1/5 (Hawkes, Kolenko, Shockness, & Diwaker, 2009) to between 2/3 
(Thomas, 2009) and 3/4 (Khadria, 2004). Further, data from destination countries showed that 
Indian-trained nurse registered in the U.K grew from 30 in 1998 to 3551 in 2005 (Buchan & 
Dovlo, 2004).  In the U.S, the National Council Licensure Examination for Registered Nurses (a 
qualification required to be a registered nurse in the U.S.) had 417 first time Indian examinees in 
2000; this number grown to 5,281 in 2007 (Rao, Rao, Kumar, Chatterjee, & Sundararaman, 
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2011). In a range of countries in the Middle East, it is estimated that 60,000 Indian nurses work 
there (Percot, 2006). In contrast, the influx of Indian nurses is comparatively less for European 
countries, with an exception to the U.K and Ireland. In 2000, 105 Indian nurses worked in 
Portugal, 91 in France, 65 in Sweden, 30 in Austria, and less than 25 in each of Spain, Poland, 
Denmark, and Hungary (Kodoth & Kuriakose, 2013). It is difficult to construct a detailed picture 
of the number of Indian nurses working in Canada due to lack of data. However, there is some 
evidence which suggests that, during 2006, there were 325,299 nurses working in Canada. 
Between 17% and 20% of the nurses were foreign born or foreign trained, with more than half 
practicing in Ontario. Approximately one-third of the nurses came from the Philippines, with 
many coming from India (Blythe & Baumann, 2009).   
 
2.2.3 Migration of Indian physicians and nurses to Australia 
One of the first documented reference to Indian physicians in Australia dates back to the 1980s; 
the article by Connell and Engels (1983) was published in the Australian Geographer. They 
wrote that, early in the post-war years, majority of migrants to Australia were from Europe. 
However, as Europe‘s economic condition prospered post World War II, Australia found it 
difficult to attract skilled medical migrants. Consequently, Australia eliminated migration 
barriers and permitted the entry of non-Europeans, which saw an influx of migrants, mainly from 
India and other countries in the sub-continent.  
 
Data from the Australian Department of Health for 1967 showed that 17 Indian trained 
physicians worked in the Australian healthcare system. This number grew to 639 in 1976 
(Connell & Engels, 1983). Thereafter, based on the available data, from 1997-1998 until 2002-
2003, the flow of Indian trained physicians to Australia followed an increasing trend, with the 
number growing from 81 to 212 under specific visa categories, such as sub-class 422 and 442      
(Birrell, 2004). During 2005-2006 and 2009-2010, India ranked as the second country to obtain 
457 visas, mainly in the field of medicine and nursing (Hawthorne, 2011b). Then, during 2012, 
India become the top exporter of skilled immigrants, including medical migrants to Australia, 
surpassing China and the U.K. (Bagchi, 2012; Lane, 2012). In 2013, Negin et al., study estimated 
that about 4,534 Indian born medical practitioners worked as doctors in Australia.  However, the 
exact number of Indian trained physicians working in Australia is still unknown, with different 
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studies and sources giving different estimates, ranging between 4% and 20% (Dasgupta, 2011; 
IANS, 2008; Mullan, 2006). 
 
In contrast, limited data were available on Indian nurses‘ migration to Australia. The study, by 
Negin et al., (2013), estimated that, currently, there were 6,200 Indian nurses working in the 
Australian healthcare system; more than 80% (5,164) arrived between 2001 and 2011. Evidence 
from another report revealed that between 2007 and 2010, 11,051 applications were received by 
the Australian Nursing and Midwifery Accreditation Council (ANMAC), of which about 22% 
are from India (Hawthorne, 2011b). Other studies, published in India, ranked Australia as the 
third preferred destination for Indian physicians and nurses following the U.S. and U.K. This 
ranking rose because of its climate and newly emerging employment opportunities (Chanda, 
2003; Khadria, 2004).  
 
Further, Smith (2008) reported that the proportion of overseas trained physicians from the Indian 
sub-continent, the Philippines, and other developing countries to Australia increased from 9.6% 
to 37.3% between 2004 and 2008. Ian Frank, the Chief Executive Officer of the Australian 
Medical Council, was reported as saying that India is perhaps the biggest single source of 
overseas trained physician migrating to Australia (Bhandari, 2008).   
 
The above review suggests that the international migration of Indian physicians and nurses 
started in the 1960s with Britain. Later, such migration spread to other countries, for example, 
Australia, Canada, and the U.S. There is also evidence of Indian physicians migrating to 
Australia; however, this information is unavailable for Indian nurses.  
 
Currently, Indian physicians lead the list of overseas trained doctors in the U.S. and the U.K. 
with a sizeable numbers in Australia and Canada. Further, the concentration of Indian nurses in 
the Middle East, Ireland, the U.K., the U.S., Australia and Canada is increasing. Moreover, a 
number of new international migration destinations, such as Denmark, Norway, Singapore, and 
Malaysia, for Indian physicians and nurses, have been added to the list (Bhattacharjee, 2013). It 
is also likely that, in the future, the demand for Indian physicians and nurses will continue, 
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especially since most developed countries are facing critical shortages of specialists, GPs, and 
nurses, mainly in their rural areas. 
 
2.3 India and Australia’s healthcare systems 
In this section, the researcher presents an overview of the Indian and Australian health systems. 
With respect to India, it was important to analyse the medical and nursing education system, 
especially as previous studies have nominated different factors as encouraging the emigration of 
Indian physicians and nurses to developed countries. In contrast, the analysis of medical and 
nursing education and health systems in Australia enabled the researcher to assess the supply, 
availability, and shortage of physicians and nurses in the country.  
 
2.3.1 Healthcare system of India 
India is comprised of 29 states and 7 union territories. As of July 2014, India‘s population was 
estimated to be 1.26 billion, with the population density being 384 people per square kilometer 
(CBHI, 2013; Worldmeters, 2014).  The crude birth and death rates are 20.97 and 7.50 per 1,000 
people respectively, while the life expectancy at birth and the literacy rate are 66 years and 61%, 
respectively. The current infant mortality rate is 47 deaths per 1,000 live births, and the maternal 
mortality ratio is 190 deaths per 100,000 live birth (CBHI, 2013; WHO, 2012).  
 
The functioning of the Indian healthcare system is divided between the Union (Central) and the 
State governments. Health, being a state subject, under the Seventh Schedule of the Constitution 
of India, falls under the responsibilities of the Central and State governments, as well as being 
Concurrent (i.e. both the Union and State governments combined) (MoHFW, 2013). Areas like 
public health, hospitals, and sanitation fall under the State responsibility, whereas items having 
wider consequences at the country level, such as medical/nursing education, family welfare, 
population control, prevention of food adulteration, and quality control in manufacturing of 
drugs are included in the concurrent list (MoHFW, 2013). 
 
The delivery of health services to India‘s population is rendered through both public and private 
(for profit and not-for-profit) hospitals and institutions. In the public sector, each state has a 
robust healthcare delivery system. At the village level, there are Sub Centres (SCs) and Primary 
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Health Centres (PHCs), providing basic primary healthcare. At the block or community level, 
there are Community Health Centres (CHCs), providing secondary care, and at the district level 
there are District Hospitals, providing tertiary healthcare services (IPHS, 2012). 
The functioning of these healthcare facilities at different levels is monitored by the State 
Department of Health and Family Welfare, located in each State‘s capital city. While States are 
responsible for running their respective healthcare facilities, the responsibilities of the Central 
(Union) Government involve, policy-making, planning, guiding, assisting, monitoring, 
evaluating, and coordinating the work with various State health departments. The Central 
Government also provides funding to implement health programmes, including the National 
Rural Health Mission (NRHM) and the National Urban Health Mission (NUHM). The 
responsibilities of the Central Government are fulfilled by the Ministry of Health and Family 
Welfare (MOHFW), the nodal health authority in the country, consisting of four departments, 
viz., the Department of Health and Family Welfare, the Department of Ayurveda Unani Sidha 
and Homeopathy (AYUSH), the Department of Health Research, and the Department of AIDS 
Control. In addition, the public sector is further supported by the healthcare facilities of defence 
and railways, which function under the Ministry of Defence and the Ministry of Railways, 
respectively.   
 
As noted above, the private sector consists of both for-profit and not-for-profit healthcare 
providers in the form of corporate hospitals, nursing homes, stand-alone private health clinics, 
charitable hospitals, and NGOs (Non-governmental organisations). Over the years, the private 
sector in India has grown considerably, both in terms of service delivery and health expenditure. 
Despite the higher costs, the private sector has continued to cater to a larger proportion of the 
country‘s population, possibly because of the critical gaps in the public health system. These 
gaps include: acute shortages of health personnel; a of incentives; poor working environments; a 
lack of transparency in the placement of physicians in rural areas; an absenteeism of health 
workers; insensitivity to local needs; inadequate planning, management, and monitoring of 
services or facilities (MoHFW, 2013). The latest available statistics indicate that public spending 
on health is less than 1% of the Gross Domestic Product (GDP), while household expenses (i.e. 
out of pocket expenses) account for more than 60% of total spending (MoHFW, 2013). In recent 
years, increasing awareness and education has brought about the great realization of, and demand 
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for, quality in healthcare services. The preference of the public for the private sector has often 
been attributed to the perceived better quality of services.  
 
Beside the functions of health planning, service delivery, programme implementation, 
management and monitoring, the health system is also involved in the education and training of 
physicians, nurses, allied, and other health professionals. The education and training of health 
professionals are facilitated via the attainment of the country‘s health objectives. Furthermore, 
such education and training also enables maintaining consistent supply, meeting demands, and 
avoiding shortages or the over-supply of health professionals in the healthcare labour market. 
Therefore, it is important to examine the Indian medical and nursing education system so as to 
understand the current physician and nurse stock.  
 
2.3.2 Medical education in India 
The medical education system in India consists of different systems of medicine, namely, the 
allopathic (also called the modern system of medicine) and AYUSH. For the purpose and scope 
of the current study, the allopathic education system of medicine is presented in this section, 
especially as it is relevant to the international migration of Indian physicians to Australia and 
other countries.  
 
The Indian medical (allopathic) education system is one of the largest in the world. As per the 
latest available data, there are 355 medical colleges in both the private and public sectors (MCI, 
2012). The regulation of medical education, physician registration, and permission for 
establishing new medical colleges is the responsibility of the Medical Council of India (MCI), an 
autonomous body under the Union Ministry of Health and Family Welfare (MOHFW). The MCI 
stipulates the rules for admission, medical curriculum, structure, duration, and content 
development for both under-graduate and post-graduate (or specialist) medical education (MCI, 
2014). The functions of the MCI are further supported by the State Medical Councils and the 
Directorate of Medical Education in every state. The medical training programmes in the country 
are offered in two categories: a) under-graduate, and b) post-graduate, the details of which are 
given below (See table 2.5). 
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Table 2.5: Medical training programmes in allopathic system of medicine in India 
 
Training 
Programme 
Eligibility Criteria Duration 
in Years 
Regulatory 
Authority 
Entry 
Examination 
Passing 
Examination 
Under-Graduate 
MBBS (10+2) Grade with 
50%marks in Physics, 
Chemistry, and 
Biology 
5.5 MCI JEE, CET, 
AIPMT 
NEET-UG, 
AIIMS-PMT,  
University 
Post-graduate (Specialised) 
M.D. MBBS from MCI 
recognised institutions 
3  NBE and 
MCI 
NBE though 
AIPGMEE 
NBE and 
University 
M.S. MBBS from MCI 
recognised institutions 
3  NBE and 
MCI 
NBE though 
AIPGMEE 
NBE and 
University 
DNB MBBS from MCI 
recognised institutions 
3  NBE and 
MCI 
NBE-CET NBE 
Post-Grad 
Diplomas 
MBBS from MCI 
recognised institutions 
2  NBE and 
MCI 
NBE though 
AIPGMEE 
NBE and 
University 
Post-graduate (Super specialised) 
D.M. M.D. from MCI 
recognised institutions 
3 NBE and 
MCI 
NBE though 
AIPGMEE 
NBE 
M.Ch. M.S. from MCI 
recognised institutions 
3 NBE and 
MCI 
NBE though 
AIPGMEE 
NBE 
and three months of compulsory rural Notes: AIPGMEE- All Indian Post-Graduate Medical Entrance 
Examination, AIPMT-All India Premedical Test, AIIMS-PMT- All Indian Institute of Medical Sciences-
Pre-Medical Test, MBBS-Bachelor of Medicine and Bachelor of Surgery, M.D.-Doctor of Medicine, 
M.S.-Master of Surgery, NBE-CET- National Board Examination-Common Entrance Test,  D.M.- 
Doctorate of Medicine, M.Ch.- Master of Chirurgical, MCI - Medical Council of India,  JEE – Joint 
Entrance Examination, NEET-UG - National Eligibility and Entrance Test- Under Graduate and DNB-
Diplomate of National Board 
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a.) Under-graduate medical education: The nomenclature of the under-graduate medical 
degree in India is called the MBBS. It is completed in 5.5 years, including one year of internship, 
posting. The selection of the applicants for the under-graduate programme is conducted by 
different institutions, stipulated by the norms of the MCI. For instance, the selection of 
applicants in medical colleges is conducted through the Joint Entrance Examination (JEE), or the 
Common Entrance Test (CET).  Similarly, at the national level, the Central Board of Secondary 
Education (CBSE) conducts an All India Pre-Medical Test (AIPMT), which, from 2015, is 
expected to be replaced by the NEET-UG (National Eligibility Entrance Test – Under-Graduate) 
(Sharma, 2014). The selection of applicants for the private medical colleges is conducted through 
these tests on a merit basis. However, there are certain vacancies in every private medical 
college, called the ‗payment seats‘, which are offered to candidates as determined by the State 
and which are based on education costs reported by the medical colleges (Supe & Burdick, 
2006).  
 
In addition, some of India‘s most prestigious medical colleges, like the All India Institute of 
Medical Sciences (AIIMS), the Christian Medical College (CMC), and the Postgraduate Institute 
for Medical Education and Research (PGIMER), in Chandigarh and Pondicherry, conduct their 
own pre-medical examination as they were set up under separate laws. However, in all cases, the 
pattern of examination and eligibility criteria remains more or less consistent. The entrance 
examination, that takes place once a year, consists of Multiple Choice Questions (MCQs) 
covering physics, chemistry and biology. Personal interviews are rarely used in the selection 
process. The applicants, who have completed 10+2 grade (secondary grade), with marks of 50%, 
are eligible to take part in the pre-medical entrance examination with the relaxation of some age 
and mark criteria, for socially disadvantaged groups, such as the Scheduled caste (SC) and the 
Scheduled Tribes (ST); this process is called the caste based reservation (A. Sharma, 2014). The 
passing grades required for consideration of admission, both for the general and reserved 
category (SC and ST) applicants, are stipulated by the MCI regulations. The socially 
disadvantaged groups of candidates are admitted with a lower cut score compared to the general 
category of applicants This positive discrimination is used so as to increase their representation 
in the health system (MCI, 2002). All other students are accepted to their preferred medical 
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college, based on their ranking in the pre-medical examination and the availability of seats in the 
medical college.   
 
b.) Post-graduate medical education: The post-graduate medical education system in India 
consists of both specialized and super-specialized training programmes. The programmes, such 
as M.D. (Doctor of Medicine), M.S. (Master of Surgery), DNB (Diplomate of National Board), 
and Post-graduate Diplomas, are categorised under specialized trainings, whereas the super-
specialized programmes consist of M.Ch. (Master of Chirurgical) and D.M. (Doctorate of 
Medicine) (NBE, 2014). 
 
M.D, M.S. and Post-graduate diploma training programmes are offered in the medical colleges 
(both government. and private), associated with a university, and recognised by the MCI. The 
duration of the M.D. and M.S. programmes is three years; whereas the Post-graduate Diplomas 
run for two years. The three years DNB training programme is offered through the MCI 
recognised institutions, either in medical colleges or in tertiary care public hospitals, as well as 
private hospitals. 
 
The selection of the applicants for post-graduate training is conducted through the All India Post-
Graduate Medical Entrance Examination (AIPGMEE) for the M.D., M.S., Post-graduate 
Diploma, M.Ch and D.M. training programmes. For the DNB examination, a Centralized 
Examination Test (CET) is conducted on an all Indian basis (NBE, 2014). The DNB examination 
is regulated by the National Board of Examinations (NBE), established by the Government of 
India, under the aegis of the Union Ministry of Health and Family Welfare.  
 
2.3.3 Nursing education in India 
In the last two decades nursing education in India has grown rapidly with an increase in the 
number of hospitals and an increase demand for health services. Within the hospitals, there are 
three primary types of health worker who provide nursing services: the Auxiliary Nurse and 
Midwife (ANM), the Registered Midwife, and the General Nurse and Midwife (Tiwari, Sharma, 
& Zodpey, 2013). Their education and training is provided through private and public run 
nursing schools and colleges. The Indian Nursing Council (INC) is the relevant authority that 
33 
 
regulates nursing education; it is supported by the State Nursing Councils and the Directorate of 
Medical Education (Nursing) in every state. The schools of nursing offer training for Auxiliary 
Nurse Midwife (ANM) and General Nurse Midwife (GNM) through diploma programmes, 
whereas the colleges offers a B.Sc. (Basic), a B.Sc. (Post Basic), and a M.Sc. (i.e. baccalaureate 
and Master‘s (specialized) programmes, respectively). Table 2.6 provides the details for the 
different nursing training programmes and the number of institutions that offering the 
programmes. 
 
Table 2.6: Nursing programmes and number of institutions providing nursing education in India  
Nursing 
Programmes 
Training 
Duration 
Eligibility Criteria Passing 
Examination 
No. of 
Institutions 
Auxiliary Nurse & 
Midwife (ANM) 
2 years Completion of 10
th
 Grade Nursing 
Examination 
Board 
1642 
General Nursing & 
Midwifery (GNM) 
 
3 ½ 
 Years 
Completion of 10+2 Grade 
with 40% marks. 
Nursing 
Examination 
Board 
2670 
B. Sc. (Basic) 4 years Completion of 10+2 Grade 
with 45% marks in 
physicians, chemistry, biology 
and English 
University  & 
INC 
1578 
B.Sc. 
(Post Basic) 
Regular:  
2 years  
Distance:  
3 years 
Completion of GNM University & 
INC 
696 
M. Sc. 2 years 
B.Sc. Nursing with 55% 
aggregate marks and one year 
of clinical experience 
University & 
INC 
535 
Source: (Tiwari, et al., 2013) 
 
2.3.4 Supply, availability, and shortage of physicians and nurses in India 
In India, it is estimated that physicians (including specialists and super-specialists) and nurses 
(including midwives and ANMs) together constitutes more than 70% of the health workforce 
(CBHI, 2013). Every year, about 44,050 general physicians, 22,850 specialists, and more than 
1000 super-specialists are trained at 355 MCI recognised medical colleges and other affiliated 
medical institutions (CBHI, 2013; MCI, 2012). With new medical colleges being established 
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every year, these figures are increasing annually. As of December 2013, India had a total of 
918,303 registered physicians, including general practitioners, specialists, and super-specialists 
(CBHI, 2013).  
 
Similarly, every year a total of 268,866 nurses and midwifery nurses enter the workforce; 46,716 
ANMs, 109,224 GNMs, 80,245 B.Sc. 22,655, B.Sc. (Post Basic), and 10,026 M.Sc. are trained in 
the country, across 7,121 nursing schools and colleges (INC, 2012). In 2013, India had a total of 
726,557 Auxiliary Nurses and Midwives (ANM), and 1,562,186 Registered Nurses and 
Registered Midwives (CBHI, 2013). However, it is estimated that of the total number of 
registered physicians and nurses, about 27% of the physicians and 63% of the nurses are inactive 
or do not practice in the health system (Sinha, 2012a).  
 
Despite the staggering numbers of physicians and nurses trained every year, India still faces 
shortages of health workers, mainly because of its growing population, and the rising burden of 
disease morbidity and mortality. In absolute terms there is an estimated shortage of 0.6 million 
physicians and 2.4 million nurses (Datt, 2011; Saeed, 2010). Likewise, at the country level, the 
physicians and nurses density per 1000 population is 0.64 and 1.44, respectively. The ratio of 
nurses and midwives to physicians is 2.24, and the aggregate density of the physicians, nurses, 
and midwives is 2.08 per 1000 population, which is lower than the WHO‘s critical shortage 
threshold of 2.28 (Hazarika, 2013). Despite the shortage, India continues to be a major exporter 
of physicians and nurses to the OECD countries, including Australia. 
 
2.3.5 Medical and nursing education in India and international migration 
The researcher argues that there are two important issues emerging from the Indian clinical 
education system that may push physicians and nurses to consider international migration. One is 
the privatisation of medical and nursing education, and the other is the discordance between 
graduate numbers and post-graduate (specialized) training places in medical colleges. These 
issues are discussed below.  
 
a.) Privatisation of medical and nursing education: It is important to note that between 1991 
and 2012, the MBBS training places for physicians in India increased by 121%, with a 
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significant proportion of such training being provided by private medical colleges (Hazarika, 
2013). Currently, about 54% (194 out of 355) of medical colleges are in the private sector (MCI, 
2012). Likewise, for nurses, the number of training institutions increased by more than three- 
fold, with a staggering  91% (6,485 out of 7,121) in the private sector (Hazarika, 2013; INC, 
2012).  
 
Further, privatisation has led to the commercialization of clinical education, which is highly 
criticized in India. Moreover, it is the only country in the world that authorizes, as official policy, 
the sale of medical seats by private medical colleges, implicitly accepting the principle that the 
ability to pay, and not merit, is what counts (Rao, 2013). This action has dramatically increased 
capitation fees, especially in the private medical colleges, and skewed the distribution of training 
institutions and the production of physicians and nurses across different states in India 
(Ananthakrishnan, 2010). Due to the hefty capitation fees, in many cases, bank loans are taken 
out to support such education, with the student and his/her family carrying a financial burden. 
This outcome has somewhat influenced the early career of physicians and nurses, especially in 
relation to international migration, as well as to immediately start earning higher salaries, etc. 
These lucrative earnings help the students to repay their education loan. On average, the 
capitation fee levied on a student to pursue an under-graduate medical programme, in a private 
medical college ranges, from 75,000 USD to 150,000 USD, while the monthly salary a physician 
earns in India, after passing their MBBS, ranges from 500 USD to 1,000 USD (Rao, 2013) 
Likewise, due to inequalities in the distribution medical and nursing colleges, the states which 
produce the highest number of physicians and nurses annually are more prone to international 
migration. For example, five states (out of 29 states), viz., Andhra Pradesh, Kerala, Karnataka, 
Tamil Nadu, and Maharashtra, produce more than 50% of the nursing and physician workforce. 
Thus, these states are the hubs of international migration (Ananthakrishnan, 2010; CBHI, 2013; 
Hazarika, 2013; Khadria, 2007).  
 
Other studies, found that the commercialization of medical and nursing education, especially in 
developing countries, has focused somewhat on producing professionals that are more suited to 
the Westernized world (Brush & Sochalski, 2007; Kingma, 2007). Therefore, a group of 
professionals who are produced do not fit the local needs, mostly because of the difference in 
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Western and non-Western practice philosophies and the technology driven approach that is used 
in the training of physicians and nurses.  
 
b.) Disparity in the number of seats allotted for under-graduate and post-graduate 
(specialized) training programmes: As mentioned earlier, in India there are 40,050 
undergraduate (UG) and 22,850 Post-graduate (specialized) seats across all medical colleges (i.e. 
the annual intake capacity). Every year about 100,000 MBBS physicians appear for the post-
graduate pre-entrance medical examination to secure a place in the specialized training 
programmes (Tah, 2013). They compete for 22,850 vacancies, of which a certain portion is 
reserved for the socially disadvantaged categories (such as SC and ST), while a portion goes to 
the highest bidder without consideration of merit (the result in the privatisation of medical 
education). It is also important to note that with, the changing epidemiology of diseases and the 
growing consumer demand, an MBBS doctors, without specialized training, loses value in terms 
of treating all diseases, skill attainment, and making financial gains in the market place. 
Therefore, every year a sizeable proportion of physicians with an MBBS degree (estimated to be 
1/3
rd
) flee to developed countries due to the lack of specialized training opportunities in their 
own country. The issue of specialized training and its germane association to medical migration 
is also well acknowledged by the Medical Council of India and the Association of Health 
Providers of India (AHPI) (MCI & AHPI, 2013). 
 
2.3.6 Healthcare system of Australia 
Australia ranks as number two worldwide (among 187 countries) in Human Development Index 
(HDI) , which reflects the healthy state of Australians (UNDP, 2014). The Australian Institute of 
Health and Welfare (AIHW, 2014) describes Australia‘s health system as a complex and multi-
faceted web of public and private providers, settings, participants, and supporting mechanisms. 
The health providers include GPs, specialists, nurses, allied and other health professionals, 
hospitals, clinics, and government and non-government agencies. These providers deliver an 
array of services from public health and preventive services in the community, to primary 
healthcare, emergency health services, hospital-based treatment, and rehabilitation and palliative 
care.  
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The public sector health services are provided by all levels of government (i.e. local, state, 
territory and federal), whereas the private sector health service providers include private 
hospitals, medical practices, and pharmacies. Although public hospitals are funded by the state, 
territory and federal governments, they are managed by state and territory governments. In 
contrast, private hospitals are owned and operated by private entrepreneurs. The Australian 
Government, as well as the state and territory governments, fund and deliver a range of other 
health services, including population health programs, community health services, health and 
medical research, Aboriginal and Torres Strait Islander health services, mental health services, 
and health infrastructure. In addition, the education and training of physicians and nurses are also 
an important aspect of the Australian health system. Importantly, the training systems help 
determine and maintain the supply of health professionals. Therefore, it is imperative that the 
current study examined the medical and nursing education systems to better understand the 
production, availability, and distribution of physicians and nurses in the Australian healthcare 
labour market.  
 
2.3.7 Medical education in Australia 
In Australia, medical education and training is internationally recognised and considered as one 
of the best in the world (Geffen, 2010). The education and training of physicians, accredited by 
the Australian Medical Council (AMC), is comprised primarily of four phases described below. 
The AMC, established in the year 1985, develops the standards for medical education and 
training in all the four phases (presented later in this section). In the accreditation processes, the 
AMC assesses education providers and their medical programmes against a set standard, and 
monitors the programmes to ensure that they continue to meet the standards. The AMC‘s 
accreditation processes are applied to basic medical education programmes provided by 
university medical schools, pre-vocational training (i.e. the one-year internship, after medical 
school (also called the supervised workplace-based clinical experience), vocational training 
(specialist training), and continuing professional development programmes (AMC, 2014a; 
Geffen, 2010). The four phases of Australian medical education and training are described 
below. 
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 a.) Basic education in medical schools: Australia‘s basic medical education is provided by 18 
medical schools, enrolling about 16,000 medical students, of which about 3,000 graduate 
annually. The selection of applicants in the 4-year medical school programme is not only based 
on secondary school performance, but also on a combination of selection procedures, including 
interviews, national admission tests, and grade point averaging of previous studies (Geffen, 
2014).   
 
b.) Prevocational training organised by the Postgraduate Medical Councils (PMCs): 
Prevocational training was first introduced as a compulsory internship year in the 1930s; since 
then it has undergone reforms, as well as extensions to subsequent years of junior doctor training 
through the agency of health departments and PMCs. Currently, prevocational training is 
delivered by eight (8) state- and territory-based PMCs; it consists of compulsory interning of one 
year, for about 3500 new graduates, and several subsequent years of informal training, for an 
equivalent number of junior doctors, who have not yet entered vocational training programmes 
(Geffen, 2014).  
 
c.) Post-graduate vocational training delivered by specialist medical colleges: Post-graduate 
vocational training commenced with the establishment the Royal Australasian College of 
Surgeons in 1927. Its objective was to focus on specialist care, and include broader professional 
attributes required to manage complex healthcare systems.  Initially, vocational training was 
confined to tertiary teaching hospitals. However, as the numbers of applicants increased, the 
variety of training posts needed exceeded the capacity of the public hospital; hence, it became 
necessary to extend into the private and community sectors. Currently, the training is delivered 
by 15 specialist medical colleges, for about 13,000 trainees (Geffen, 2014). 
 
d.) Continuing professional development (CPD): Continuing professional development, or CPD, 
is the means by which members of the health profession, such as physicians, nurses, etc. are 
required to maintain, improve, and broaden their knowledge, expertise, and competence, as well 
as to develop the personal qualities required in their professional lives. The CPD for physicians 
and specialists is conducted by medical and specialist medical colleges in Australia. Until the 
advent of the Health Practitioner National Law Act, 2009 (QLD), CPD was voluntary, but with 
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the National Law in place, CPD has become compulsory for all ongoing health professionals 
(MBA, 2015).  
 
2.3.8 Nursing education in Australia 
Nursing education in Australia is one of the most advanced and internationally recognised 
systems, which offers the highest qualities of education and training designed to service the 
healthcare industry. The system produces, primarily, five categories in the nursing and 
midwifery workforce, namely, registered nurses (RN), enrolled nurses (EN), registered midwives 
(RM), nurse practitioners (NP), and eligible midwives (EM). They are trained across more than 
160 education providers in two sector, viz., higher education (universities), and vocational 
education and training (VET) (ANMAC, 2014a). 
 
In terms of the health workforce in Australia, an RN is a professional who has completed a 
minimum three year Bachelor‘s degree from a university. RNs can also pursue higher post-
graduate and doctorate qualifications. An EN is a professional who has generally completed a 
Diploma of Nursing from a VET provider; they work with RNs to provide patients with basic 
nursing care, undertaking less complex procedures than RNs (HWA, 2013). Similarly, the 
National Competency Standards for Nurse Practitioners (NP) defines a NP as a registered nurse 
educated and authorized to function autonomously and collaboratively in an advanced and 
extended clinical role (ANMAC, 2006).  
 
Furthermore, the Australian Institute of Health and Welfare (AIHW) based their categorization 
of the nursing workforce on their roles as either clinical or non-clinical (AIHW, 2009). In the 
clinical role, an RN or EN is mainly involved in the care and treatment of patients, as well as the 
supervision and management of clinical nurses. These categorised further into clinical nurses 
(direct patient care) and clinical nurse managers and/or administrators (managing clinical nurses 
and midwives). RNs or ENs also undertake non-clinical role, which can be further categorised 
into lecturer, nurse/midwife educator, and supervisor of new nurses/midwives (i.e. a person who 
teaches or train nurses for their initial qualification, or in advanced skills after initial 
qualifications).  
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The Australian Nursing and Midwifery Accreditation Council (ANMAC) regulate nursing 
education and training programmes, as well as the providers. Specifically, the Council develops 
accreditation standards for the nursing and midwifery programmes, and accredits Australian 
providers of nursing and midwifery education, leading to registration and endorsement.  
 
2.3.9 Supply, availability and shortage of physicians and nurses in Australia 
The Australian health system has been regulated over time, with reforms relating to the training 
and supply of physicians and nurses. Such reforms are a matter of concern for the 
Commonwealth Government and its policies; the policies are also influenced by the population‘s 
demand and the healthcare labour market. For this reason, the numbers relating to the training of 
physicians and nurses have fluctuated over the last 50 years. For example, during the period 
between 1970 and 1990, the annual number of medical graduates rose from around 750 to 1,000, 
whereas during the period between 2000 and 2009, the annual number rose from 1500 to 2500, 
primarily, due to the expansion of the medical education programme in Australia during the later 
period (Iredale, 2010; Scott & Li, 2012).  
 
With regard to the supply and availability, every year about 3,000 physicians (non-specialist) and 
8,000 nurses are added to the Australian healthcare labour market (Geffen, 2014; Stewart, 2014). 
As per the 2011 census data, from the Australian Bureau of Statistics (ABS), there were more 
than 70,200 registered physicians available in the Australian health workforce, of whom 43,200 
were general practitioners (GPs), and about 25,400 were specialist (ABS, 2013b). The number of 
GPs and specialists has increased in the last ten years, from 32,000 and 15,900 in 2001 to 43,400 
and 25,600 in 2011 (i.e. an increase of 35% and 61%, respectively) (ABS, 2013b). Similarly, in 
2011, there were 257,200 nurses; most were registered nurses (80%), along with enrolled 
nurses (7%), and midwives (5%). The overall number of nurses has increased by more than a 
third in the last decade, up from 191,100 in  2001 to 257, 200 in 2011 (ABS, 2013b). The details 
on the availability of GPs, specialists, and nurses are given below (See table 2.7). 
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Table 2.7: Availability and supply of physicians and nurses between 2001 and 2011 in Australia 
Source: (ABS, 2013b) 
Another important indicator that measures the supply of the health workforce includes the 
density of physicians and nurses per 1000 population. The national average for the density of 
physicians and nurses is (3) and (10.1), respectively, which is higher for nurses compared to the 
OECD average of 8.6, and almost the same for physicians in other developed countries (ABS, 
2013c; OECD, 2007). When compared to India, Australia has approximately 2.5 times more 
physicians, and approximately eight times more for nurses. However, there are considerable 
regional variations across the major cities, and across the regional and remote areas due to the 
vast geography of the country (See table 2.8). 
 
Table 2.8: Density of physicians and nurses, based on geographical locations in Australia 
 
 
 
 
 
 
 
 
 
Source: (ABS, 2013c) 
 
In 2011, the density of GPs in the major Australian cities (2.2 per 1000 population) was twice 
that of remote areas (1.1 per 1000 population), and considerably higher than in regional areas 
(1.4 per 1000 population). Additionally, the majority of specialists (85%) work in major cities, 
with the density of specialists working in regional areas was around half (0.6 per 1000 
Year Physicians GPs Specialist Nurses Population 
 
2011 70,200 43,400 25,600 257,200 21,507, 717 
2001 47,900 32,000 15,900 191,100 18,972,350 
Increase (%) 46  35 61 34 13 
Avg. annual increase (%) 3.9  3.1 4.8 3.0 1.6 
Density per 1000 
population 
Physicians GPs Specialists Nurses and 
Midwives 
National Avg. 3 1.5 1.2 10.1 
Major Cities - 2.2 1.4 11.7 
Regional Areas - 1.4 0.6 12.7 
Remote Areas - 1.1 0.1 9.1 
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population) that of in the major cities (1.4 per 1000); in remote areas the density was particularly 
low at 0.1 per 1000 population (ABS, 2013c). Similarly to physicians, the density of nurses in 
remote areas (9.1 per 1000 population) was lower than in the major cities (11.7 per 1000 
population); however, unlike physicians, the density of nurses is higher in regional areas (12.7 
per 1000 population) compared to the major cities (ABS, 2013c).  
 
Despite the increasing number of physicians and nurses in Australia over the last two decades, 
there are shortages in the health workforce. The shortage is acknowledged by the Federal and 
state governments; it is commonly known as the district of workforce shortage (DWS) areas, 
determined as Category A, B and C, and the Area of Need (AON).  
 
The Australian Department of Health (DOH, 2012) defines the DWS as an area in which the 
population‘s need for medical services has not been met. Population needs for medical services 
are deemed to be unmet if a district,a geographic area, local population has less access to medical 
services than the national average, orhas less access to Medicare-subsidised medical services 
when compared to the national average. These areas are identified using Medicare billing 
statistics, which are updated regularly to account for changes in the composition and geographic 
distribution of the Australian medical workforce (Doctorconnect, 2014a). Based on these criteria, 
the regional, rural, and a number of outer metropolitan areas were deemed DWS for GPs by the 
Department (Kamalakanthan & Jackson, 2006).  
 
The Department identified three categories of shortage areas, viz., Category A (covers locations 
which experience exceptional difficulties recruiting and retaining GPs), B (covers specific 
communities which experience a lot of difficulty recruiting and retaining General Practitioners) 
,and C (covers other locations in Regional Rural Metropolitan Areas (4-7) and areas within the 
parameters set by the State or Territory guidelines which experience difficulty in recruiting and 
retaining General Practitioners) as well as difficulty with GP recruitment, the recruitment of 
physicians is also extremely difficult (DOH, 2010). Moreover, all states have certain specified 
areas which are also categorised under A, B, and C.  
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The Area of Need (AON) is determined by the State and Territory Governments. Generally, an 
AON determination is granted when a vacant medical position remains unfilled after recruitment 
efforts have taken place over a period of time. In determining an AON, the relevant State or 
Territory ensures that Australian qualified doctors are not disadvantaged and that all attempts 
have been made to fill the position with Australian qualified doctors. An AON exists in New 
South Wales, Victoria, Western Australia, and the Northern Territory (DOH, 2012). 
 
Furthermore, a recent study by the Health Workforce Australia (2012b) reveals that Australia 
faces a shortage of 109,000 nurses (i.e. 27% of the total nursing force) and 2,700 physicians by 
2025. The study also posits that any effort to curtail the inflow of overseas trained physician into 
Australia would worsen the projected shortfall of physician to 9,300 by 2025. The leading 
reasons for this shortage includes retirement of the medical and nursing workforce, especially as 
the population is aging, the policy reforms related to the training of physicians, the geographical 
mal-distribution, the reduced working hours, and the increasing demand for health services, 
mainly from the geriatric population (Kamalakanthan & Jackson, 2006). 
 
Prideaux (2001), and Hawthorne and Birrelle (2002) argued that Australia is experiencing 
physician shortages, mainly in the regional and rural areas because of policy choices made in the 
past. In the past, Australia‘s medical workforce planning has been dominated by the view that 
there were too many physicians. For example, concerns were raised, particularly during early 
1990s, at Australia‘s persistent over supply of physicians, with the physician to patient ratio 
increasing by approximately 67% over a 20 year period (Hawthorne & Birrelle, 2002). However, 
a major condition that led to this perceived over supply was the increase in the number of 
overseas trained physicians securing professional registration in Australia.  
 
In the context of geographical mal-distribution arguments are posed in relation to the supply 
imbalances of physicians and nurses, especially the geographical differences between major 
cities and regional and remote areas. For example, the density of GPs (per 1000 population) in 
major cities is twice that of remote areas, while the density of specialists (per 1000 population) in 
regional and remote areas is less than half that of major cities. Similarly, for nurses, the density is 
more in major cities and regional areas compared to remote areas. 
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Section 2.3 presented a brief description of India and Australia‘s health systems. It also critically 
examined the prevailing issues existing in the respective medical and nursing education systems.  
The review broadly identifies three important deficiencies in the health systems that have 
potentially influenced the intention of Indian health professionals to migrate to another country, 
including Australia. Firstly, in respect of India, the disparity in the number of vacancies for 
training, especially in post-graduate programmes in medical colleges is an important factor 
pushing physicians to leave India and migrate to another country for specialist training. 
Secondly, the researcher argues that the growing privatisation of medical and nursing education 
in India is pushing physicians and nurses to migrate internationally due to high capitation fees 
that must be paid to secure admission into under-graduate and post graduate medical and nursing 
training programmes.  These two factors are discussed in detail in the findings chapters (chapter 
five and six). Thirdly, the review also took a note of supply, demand, availability, as well as 
shortages of physicians and nurses in the respective health systems and establishes that the 
dynamics of the supply-demand gap within both countries have contributed to the migration of 
physicians and nurses. Specifically, the review identified that the Australian health system has 
traditionally only been able to train a limited number of physicians (although recent reforms have 
changed this), and the concomitant shortage of physicians, mainly in rural and remote areas, 
which has resulted in a reliance on the recruitment of overseas trained medical graduates.  
 
2.4 Impact of physician and nurse migration  
International migration of health professionals has both a positive and negative impact on the 
source and destination countries. On the positive side, the migration of health professionals can 
benefit the source countries in terms of remittance, as well as the acquisition of advanced skills 
back home. On the negative side, an exodus of health professionals can result in skill and staff 
shortages, leading to the non-availability of health services. In contrast, for the destination 
countries the benefits are likely to be more apparent. With the inflow of migrant health 
professionals, available positions are filled without any investment in the cost of educating them. 
The migrant health professional may also accept comparatively low salaries and work in 
underserved areas which the local graduates may avoid. However, there are also negative 
implications for the destination countries. Cultural differences may create communication 
barriers, while the lack of familiarity in dealing with advanced equipment, or differences in 
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practice modalities, may lead to medical errors. This section discusses these effects from the 
Indian and Australian perspective since these variables are those predominantly used to argue 
whether medical and nursing migration is good or bad for the source and destination countries. 
 
2.4.1 Impact of health professional migration on India’s healthcare system 
In India a substantial portion of the vast amount of literature in relation to the consequences of 
health professionals‘ migration can be categorized, primarily, under two competing views: one is 
‗brain drain‘, and the other is the ‗brain gain‘. The brain drain research category argues that 
developed countries are being depleted of their highly skilled trained employees, while the brain 
gain research category sees it as an integral and beneficial component of globalisation, helping 
India in various ways through remittance, knowledge transfer, skill building, and technological 
innovation. The major arguments of both these viewpoints are presented below. 
 
a.) Brain drain and Indian healthcare system: It can be argued that in India there is growing 
shortage and mal-distribution of health professionals (especially nurses and physicians). These 
shortages are primarily linked to the rising demand for health services, under-production of 
health professionals and international migration. The migration attributed shortage of health 
professionals has been well documented and debated in numerous government and international 
agency reports. For example, a report by Save the Children 2011 estimated that the country had a 
shortage of about 2.6 million health professionals (Save the Children, 2011). In another estimate, 
the Government of India, reported that there was a short-fall of 0.6 million physicians, 1 million 
nurses, and 0.2 million dentists (Saeed, 2010; Sinha, 2008). 
 
The Planning Commission of India (PCI) also documents that the shortage of health 
professionals has worsened due to international migration. The Commission also reports that 
international migration has caused difficulties in filling vacancies for teaching staff in medical 
and nursing schools, with a significant national loss in terms of return on investment, leadership, 
capacity building, and mentorship (PCI, 2011). A similar study also noted that the international 
migration of health workers has led to the non-availability of standard quality health services for 
the poorer sections of the population, especially in rural India, where most people depend on the 
public healthcare delivery system (Gill, 2011). Moreover, it is important to note that due to 
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permanent migration, some source countries (like India) incur losses in terms of ‗returns on 
investment‘ which is about eight times the cost of training a healthcare professional. As a result 
it becomes extremely difficult for the source country to employ replacements  due to lack of 
funds (Straehle, 2016). Such losses would significantly challenge the capacity of the health 
system to provide access to healthcare services and may jeopardise   social justice.  
 
c.) Brain gain and Indian healthcare system: The literature relating to the Indian medical 
‗brain-gain‘ is based mainly on commentary, with little empirical research existing on the topic. 
The anecdotal literature primarily focuses on the standard benefits of migration, such as gaining 
remittance, the Diaspora, foreign investment, and knowledge transfer, whereas the thinly 
developed empirical studies have focused on the views of keys informed leaders from the health 
and allied sectors. One such study examined the perceptions of key stakeholders in the health 
sector. It suggested that the migration of Indian health professionals adds to technology transfer, 
brain circulation, and improvement in the quality of medical care, mainly in the private sector 
(Bhattacharjee, 2013). Further, migration helps in the enhancement of certain clinical super-
specialties that are either in their nascent stage or are under-developed. It also provides avenues 
for Indian doctors and other health professionals to display their talents to the rest of the world. 
However, these positive benefits are also criticized as many of the young, qualified, and most 
experienced health professionals are attracted towards the private sector due to their lucrative 
offers and better working conditions. Such a withdrawal of talent and knowledge adds further 
burdens to the  public health system, creating a wider rural-urban gap for the provision of health 
services (PHFI, 2011).   
 
Khadria (2004) found that migration of health professionals can be beneficial if the migration is 
temporary, since it ensures the return of migrants with improved skills, who can then, utilised 
their enhanced skill to improve and make more efficient the domestic health sector services. 
Further, the return migration of health professionals is seen as generating significant benefits to 
the country of origin, specifically, building networks that expand beyond borders. These 
networks facilitate the updating of the knowledge base on healthcare, and pulls direct foreign 
investment. The returned migrants acquired higher technical skills and experience also enhances 
the health system through, for example, the returnee medical and health migrants able to build 
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and run hospitals (e.g. Apollo Hospitals Group, Fortis, and Max Healthcare), with state-of-the art 
Western technologies.  
 
According to Bhattacharjee (2013), migration is a motivation for others in the same profession to 
strive and perform better with the lure of a lucrative job abroad (Bhattacharjee, 2013). Migration 
also results in improved human capital generation and enhances growth in the health sector, thus, 
yielding better performance. It would also strengthen the Diaspora and pool resources which can 
attract more foreign patients in terms of the development of medical tourism. There are instances 
where Indian doctors who settled in the U.K permitted enabled India to make a name in the 
health sector, as did their compatriots, who settled in the U.S., contributing to India‘s role in the 
leadership of the global Information Technology (IT) industry. This positive image from the 
U.K. led to the development of medical tourism in India. According to the Indian Ministry of 
Tourism, the medical tourism market was estimated at USD 330 million in 2004, and generated 
approximately USD 2 billion in 2010. Between 2002 and 2009, the number of medical tourists 
increased from 150,000 to 500,000, respectively (Bhattacharjee, 2013). In addition to healthcare 
services, the tourists also generate other revenue by visiting historical sites and buying traditional 
products. 
2.4.2 Impact of health professional migration on Australia’s healthcare system 
Like any other destination country, the migration of health professionals to Australia has both 
pros and cons. The important role of overseas trained physicians and nurses to Australia has been 
widely studied in breadth and depth, from improving the supply of the health workforce in the 
Australian health system to meeting the unmet healthcare demand in the rural and remote areas. 
In this section, both positive and negative effects of migration of health professionals in the 
Australian health system are presented.  
 
a.) Increasing supply and responding to the unmet demand (labour market impact): As 
discussed earlier, Australia has developed an extraordinary reliance on international medical and 
nursing graduates compared with other OECD countries (Hawthorne, 2012b). There were 
considerable increases in the number of overseas trained medical and nursing graduates entering 
Australia. Between 2001 and 2011, 14,268 overseas trained physicians and 31,478 nurses entered 
Australia; a sizeable proportion were estimated to be working in rural and remote areas (Negin, 
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et al., 2013). Further, it has been estimated that international medical graduates comprise 46% of 
general practitioners in rural and remote locations; in some places like Western Australia and 
Queensland the proportion is even higher (i.e. about 53% and 46%, respectively) (GOA, 2012; 
Hawthorne, 2012b). This implies that the migration of overseas trained health professionals has 
directly impacted on the supply of physicians and nurses in the Australian health system; at the 
same time, they have contributed to the delivery of the necessary health services to meet the 
demand of underserved areas, along with the local graduates.  
 
b.) Meeting the need of a multi-cultural Australia’s population: Australian society is 
multicultural with largest immigrant groups from seven countries (the U.K., New 
Zealand, China, India, Italy, Vietnam, and the Philippines). In 2011 about 25% of the population 
were overseas born, while at least 43% had at least one overseas born parent (ABS, 2014). 
Research has recognised that, to meet the healthcare needs of a multi-cultural society, a diverse 
healthcare workforce is important in delivering quality care, including culturally competent care 
and access, the development of effective care teams, the reduction in the gap in disparities 
experienced by the minority ethnic groups in a diverse modern society, as well as leading an 
institutional success (Bola, Driggers, Dunlap, & Ebersole, 2003; Cohen, Gabriel, & Terrell, 
2002; Dreachslin & Hobby, 2008; Jeon & Chenoweth, 2007).  
 
Matching ethnicity and the cultural background of clinician and patients, for example has been 
found to increase patient satisfaction and care (Bertakis, 1981; LaVeist & Nuru-Jeter, 2002). 
Also a diverse health workforce contributes to improving access to care among diverse 
healthcare consumers by giving them more choice and increasing their satisfaction (Parrone, 
Sedrl, Donaubauer, Phillips, & Miller, 2007). For this reason, the Australian government has 
welcomed a multicultural health workforce to respond to the need of the multicultural Australian 
society (Ohr, et al., 2010). Given this background, it can be argued that migration of overseas 
trained health professions is not only responding to the healthcare demand, in terms of the supply 
of physicians and nurses, but it also contributes to a culturally competent healthcare system that 
by uses cultural knowledge, language skills, to influence direct patient care and to up-skill peers 
from the same country.   
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c.) Service delivery impact: Specific cases exist where health services delivery in Australia was 
directly impacted upon by the recruitment of overseas trained physicians. For example, in the 
case of Dr. Jayant Patel, who was accused of gross negligence whilst working at the Bundaberg 
Base Hospital in Queensland (Mancuso, 2005). The incidence of medical negligence and mal-
practices by overseas trained physicians has resulted in a detrimental impact on the health of an 
Australian, as reported by the Queensland Public Health Commission in 2006 (Smith, 2008). 
Difficulties arise when the overseas trained health professional possesses different levels of 
knowledge and skills as medical and nursing education programmes around the world vary 
widely, in terms of curriculum, standards and quality, duration and evaluation. However, this 
does not automatically imply incompetency of overseas trained health professionals or inferiority 
of the level of training they receive in their home countries.  
 
However, a lack of exposure to Australian technology, as well as a lack of experience about the 
standard operating procedures followed in Australian healthcare settings, as well as an 
unfamiliarity with commonly encountered Australian health problems, all contribute to clinical 
challenges for overseas trained health professionals (Smith, 2008). Furthermore, the difficulties 
in speaking English and the Australian accent can create barriers between the overseas trained 
health professionals and their colleagues, as well as their patients. One reason for such problems 
is the limited language and accent training they receive in communication skills in terms of 
matching the requirements of the Australian standard. Such barriers can negatively impact upon 
the delivery of healthcare services by impairing the doctor-patient relationship due to poor 
communication skills. In fact, substantial research has been conducted into doctor-patient 
communication which indicates that poor communication skills contribute to problem in history 
taking, diagnosis, and management, and the provision of information to the patients (Smith, 
2008). 
 
d.) Impact on Australia’s medical education:  The medical graduate expansion of Australian 
graduates began in 2000 with the establishment of ten new medical schools (Scott & Li, 2012). 
Currently, 18 universities are accredited to produce medical graduates, with the number of new 
medical graduates increasing annually (from 1633 in 2006 to 3512 in 2012) (Churchill, 2012). 
However, there have been reports that the growth of intern places is not keeping pace with the 
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number of graduates. For example, estimates are that about 456 medical graduates had not gain 
an internship position in Australia, and were possibly barred from full medical registration 
(Churchill, 2012). At the same time, many researchers (Negin, et al., 2013; Smith, 2008) argue 
that there is a lack of medical educators and supervisors in Australia who are capable of 
supervising the interns. Therefore, in order to satisfy the demand for medical educators, the role 
of senior overseas medical professionals, who can perform the work of medical academics, can 
be essential.  
  
The above review indicates that the impact of health professionals‘ migration on source and 
destination countries can be positive, negative, or both. The result depends on the interplay of 
several factors. However, due to the paucity and inconsistency in the data management on the 
inflow and out-flow of health professionals at the source and destination countries, it is difficult 
to obtain a clear picture of the impact on both the countries involved. Moreover, most of the 
literature that examines the impact of migration is based on anecdotal evidence, with limited 
empirical studies existing. While for India, remittances sent by the Indian settlers abroad is 
considered to be one of the highest sources of revenue for the country; however, it is difficult to 
predict whether the remittance is compensating for the loss of human capital and its related 
health services impact. Similarly, for Australia, although the recruitment of overseas trained 
health professionals is able to address the short-term shortage of health professionals in the 
country, it is difficult to predict if such a strategy will provide a sustainable workforce supply.  
 
2.5 Regulatory environment governing international migration of physicians and nurses 
This section critically reviews the past and present policies governing international migration of 
physicians and nurses in India and Australia. It examines how immigration policies and medical 
and nursing licensing requirements of both countries impact the mobility of health professionals. 
A two-step review of policies from the perspective of the source (India) and the destination 
(Australia) countries was conducted. The findings of the review are discussed below. 
 
2.5.1 Regulatory environment in India for migration of physicians and nurses 
Historically, the strategy of the Indian government towards emigration has been liberal. 
However, a number of checks and restrictions are imposed on unskilled and semi-skilled labour 
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such as ‗emigration check required (ECR)‘, as per the Indian Passport Act, 1967, and the 
Emigration Act, 1983 (MOIA, 2007). For skilled professionals, the migration policy has largely 
encouraged free movement for overseas employment, in other words for skilled professionals, 
such as physicians and nurses; the policy is ‗emigration checks not required‘ (ECNR). As a 
result, the outflow of skilled professionals (including physicians, nurses, and engineers) cannot 
be tracked from the source country. Moreover, when it comes to the emigration of skilled health 
professionals for employment, India is considered to have intentionally invested in training their 
health workers to migrate (Sudhakar, 2013).  
 
Until recently, there was no restriction imposed on the movement of Indian health professionals 
abroad, either for specialised training or clinical employment. Since 2012, due to the exodus of 
physicians, and the subsequent skill and staff shortages in the country, the Government of India 
has enforced certain restrictions related to the international movement of Indian physicians, 
particular to the U.S. One such restriction is the signing of a bond by the Indian medical 
graduates to return back to India and practice in the home country, for at least two years upon the 
completion of their higher studies, or following their residential training in the U.S. (D'Souza, 
2012).  
 
As a result of this initiative, the Indian Embassy/Consulate General in the U.S (under the 
directive of the Government of India and the Ministry of Health and Family Welfare) (MOHFW) 
has ceased issuing No Objection to Return to India (NORI) certificates that were required under 
the J-1 visa rules for Indian medical graduates in the U.S.(G. Mudur, 2012). A NORI certificate 
was required by an Indian doctor who had gone to the U.S. for residential training on a J-1 visa. 
This category of visa is now subject to a two-year home country physical presence requirement. 
Previously, if the holder of this visa (in this case an Indian physician) was unable to return to 
India to fulfil the two-year requirement, he/she had to obtain a waiver from the Indian 
Embassy/Consulate General in the U.S./Canada (MHRD, 2014). Now, with the new policy 
initiative no NORI certificate will be issued to Indian physicians going to the U.S. and they have 
to return to India at least for a period of two years.  
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A similar initiative has made it a mandatory requirement that all Indian physicians and nurses, 
going abroad (including to Australia) for clinical practice or specialised training, receive a good 
standing certificate (GSC). Thus, no Indian trained medical/nursing practitioner is free from 
restrictions, cancellations, or suspensions of his/her license or registration in India (Sinha, 
2012b).  
 
In another initiative, the MOHFW has recognised the post-graduate and graduate medical 
degrees from five English speaking countries (U.S., U.K., Canada, Australia, and New Zealand); 
the Ministry has also added a variety of financial benefits for doctors working in the government 
sector to help stem the international migration flow (MOHFW, 2014).  
 
The outcome from these changes has meant that Indian citizen doctors, who have completed 
their graduate and specialist degrees from any of these five countries, are now allowed to 
practice and secure employment in government medical institutions within India. However, as of 
now, no special restrictions have been mandated by the Ministry of Health and Family Welfare, 
the Government of India, the Medical Council of India, the Nursing Council of India, or any 
other competent authorities, for physicians and nurses migrating to Australia to work or to 
undergo specialized training.  
 
In recent years, there has been a little evidence of any regulations imposed by the Indian Nursing 
Council (INC) or the State Councils towards the emigration of nurses from India. In fact, efforts 
are made towards promoting such emigration. For an instance, in the state of Kerala, which is 
considered the hub of nurse emigration in India, its state owned ‗Overseas Development and 
Employment Promotion Consultants‘ conduct regular recruitment interviews with nurses for 
many Middle East countries (Mathew, 2006). In another instance, during 2003, the Kerala 
government successfully lobbied with the Philadelphia-based CGFNS (Commission of 
Graduates of Foreign Nursing Schools) to establish an exam centre in Kerala, in addition to the 
one in Bangalore (Financial Express, 2003). There is also evidence that the INC is assisted in the 
international recruitment of nurses (Walton-Roberts, 2010). For example, the state governments 
in Punjab, Kerala, Tamil Nadu, and Karnataka have shown interest in facilitating the 
international migration of nurses by setting up the State Manpower Export Corporation 
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(Bhattacharjee, 2013). Furthermore, the Ministry of Overseas Affairs India (MOIA), in its 
current strategic plan, will focus on the healthcare sector, especially nurses, under the ‗skills for 
employment‘ abroad programme, over the next  5 to 10 years (MOIA, 2014).  
 
2.5.2 Regulatory environment in Australia for the entry of overseas trained physicians and 
nurses  
The licensing and practicing of overseas trained physicians and nurses in Australia are primarily 
regulated by the following list of organisations and laws: 
 
1. Australian medical regulatory bodies, such as the Australian Medical Council (AMC), the 
Medical Board of Australia (MBA), the Australian Health Practitioner Regulation Agency 
(AHPRA), and the Australian speciality colleges.  
2. Australian nursing and midwifery regulatory bodies, such as the Australian Health 
Practitioner Regulation Agency (AHPRA), the Nursing and Midwifery Board of Australia 
(NMBA), and the Australian Nursing and Midwifery Accreditation Council (ANMAC).  
3. Australian Department of Immigration and Border Protection (DIBP). 
4. State and federal laws. 
5. Bilateral, multi-national, and international agreements and the codes for recruitment of 
overseas health professionals. Each organisation and law is described in more detail below. 
 
1) Australia’s medical regulatory bodies: In Australia, there are three key medical regulatory 
bodies responsible for the assessment and registration of overseas (including Indian) trained 
physician. They are: the Australian Medical Council (AMC); the Medical Board Australia 
(MBA); and the Australian Health Practitioners Regulation Agency (AHPRA). 
 
i.) Australian Medical Council (AMC): The AMC is the apex body which assesses the 
knowledge, clinical skills, and professional attributes of overseas trained physicians. The 
Council conducts the assessment process only in the Standard Pathway category through one of 
the following modes (AMC, 2014b). 
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a.)  Standard Pathway (AMC examinations): Assessment under this pathway is conducted by 
examination only. It includes two parts; one is a Common Admission Test (CAT) 
encompassing Multiple Choice Questions (MCQ), while the second part is a Clinical 
Examination, also called the Standard Clinical Examination (SCE). Most non-specialist 
applicants are assessed through this pathway. 
b.)  Standard Pathway (Workplace Based Assessment (WBA)): Assessment under this pathway 
is conducted by the AMC‘s CAT-MCQ examination, and completing a WBA programme 
of clinical skills and knowledge, by an AMC accredited authority for a period of 12 months 
(AMC, 2014b). 
 
On the successful completion of either of the pathways, overseas trained physicians 
(including Indian trained) are issued with an AMC certificate. Along with the AMC 
certificate, the physician submits their application for registration with the Medical Board of 
Australia /AHPRA. The AMC has no role in processing the application for registration, or in 
granting registration to an overseas trained physician. Instead, this is the function of the 
MBA (discussed the section below). Specifically, the AMC‘s role is to conduct a primary 
source verification of the medical degree of overseas trained physician, which are obtained 
in their home country through the ECFMG International Credential Services (EICS). The 
AMC also conducts the CAT-MCQ examination and the SCE. 
 
ii.)     Medical Board of Australia (MBA): An important role of the MBA, in the context of 
overseas trained physicians(including Indian trained) is assessing their clinical and English 
requirement skills for registration through the ‗Competent Authority‘ and ‗Specialist 
pathway‘ (MBA, 2014a). Before discussing the ‗Competent Authority‘ and ‗Specialist 
pathway‘, under which registration is granted to overseas trained physicians, it is important 
to understand the four categories of registration that are applied to overseas trained 
physicians, namely: general registration; provisional registration; limited registration; and 
specialist registration. Each of these is outlined below. 
 
a.)  General registration: General registration allows overseas trained physicians to practice 
independently in all fields of medicine in Australia, if they have completed the requirements 
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of the ‗standard pathway‘ (discussed above) or ‗competent authority pathway‘ (discussed 
below) and, consequently, can apply for general registration (MBA, 2014c).  
 
b.) Provisional registration: Provisional registration also applies to overseas trained 
physicians; they are required to complete a period (usually 12 months) of approved supervised 
practice to become eligible for general registration (MBA, 2014e). Those who have obtained 
the AMC certificate through the ‗AMC standard pathway‘ are eligible to apply for provisional 
registration (GOA, 2012). The ‗AMC standard pathway‘ can be completed successfully in 
either of the two ways. By completing two parts of the AMC examinations (i.e. CAT-MCQ and 
the SCE), or by passing the MCQ only, and then completing a programme of Workplace Based 
Assessment (WBA) of clinical skills and knowledge from an AMC accredited authority for a 
period of 12 months. 
 
c.) Limited registration: Physicians trained in any of the 283 medical colleges of India listed in the 
International Medical Education Directory (IMED), and who have completed a medical 
curriculum of at least four years in India are eligible to apply for limited registration (FAIMER, 
2014; MBA, 2014d). Limited registration is granted for a specific purpose, that is, it allows an 
overseas trained physicians to provide medical services, under supervision, in four categories: in 
a designated Area of Need (AON) position; for postgraduate training or supervised practice; to 
practise in the public interest; and for non-practising registration, such as teaching or research. 
 
d.) Specialist registration: Specialist registration permits independent practise in an approved area of 
clinical specialty. When registering as an overseas trained specialist, the MBA/AHPRA takes 
advice from the AMC and the relevant Australian specialist colleges regarding the qualifications 
and comparability of the overseas trained specialist (GOA, 2012). 
 
As noted above, the two important pathways through which the MBA assesses overseas trained 
physicians are the competent authority and specialist pathways. These pathways are discussed 
below. 
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a.) The Competent Authority pathway: This pathway exists for those overseas trained physicians 
who are non-specialists or specialists (including GPs), seeking general registration with the 
MBA. In case of an Indian trained physician, they must hold a medical degree (MBBS or above) 
from a medical colleges listed in the IMED. Also they must have, completed the AMC 
examinations (both the parts) and secured at least an International English Language Testing 
System (IELTS) level of 7, or an Occupational English Test (OET) A or B grade. With these 
credential they can apply to the MBA for provisional registration through the Competent 
Authority pathway (FAIMER, 2014; MBA, 2014b). Furthermore, if any Indian trained physician 
can apply to MBA for provisional registration via this pathway if they possess an additional 
registration from the General Medical Council (United Kingdom - for the PLAB examination or 
for graduates of GMC-accredited medical courses in the United Kingdom) , the Medical Council 
of Canada (LMCC), the Educational Commission for Foreign Medical Graduates of the United 
States (USMLE) , the Medical Council of New Zealand (NZREX) , or the Medical Council of 
Ireland (graduates of medical courses in Ireland accredited by the Medical Council of Ireland) 
(MBA, 2014a).  
  
b.) Specialist pathway: An overseas trained physician (including Indian trained) can apply 
through this pathway if they have completed all required education and training criteria, and are 
recognised as a specialist in their home country. Applicants under this category are assessed on 
their comparability to the Australian standard in any of the Australian specialty colleges, or for a 
specialist level position in an ‗Area of Need‘ (AON), or for specialist training wishing to 
undertake a short period of specialist or advanced training in Australia (MBA, 2014a). 
 
iii.) Australian Health Practitioners Regulation Agency (AHPRA): AHPRA was established in 
November 2008. The Agency is responsible for the implementation of the National Registration 
and Accreditation Scheme (NRAS). It works along-side 14 National Boards of Australia, 
including the Medical and Nursing & Midwifery Boards (AHPRA, 2014). The NRAS for health 
practitioners was established in March 2008, by state and territory governments through the 
introduction of consistent legislation in all jurisdictions (AHPRA, 2011a; DOH, 2014). Prior to 
the NRAS, workforce mobility within Australia was inhibited by health professionals needing to 
be registered in each state or territory. The scheme replaced the state-level registration system 
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and ensured consistent national practice standards, thereby enhancing workforce mobility across 
the country (MoHProf, 2011). The registration of overseas trained and overseas born physicians 
and nurses also fall under the purview of the NRAS. Overseas trained and overseas born 
physicians and nurses, choosing to practice in Australia through the assessment pathways, need 
to be registered under this scheme.  
 
2) Australia’s nursing and midwifery regulatory bodies: In Australia, there are three key 
nursing and midwifery regulatory bodies: Australian Health Practitioners Regulation Agency 
(AHPRA), Australian Nursing and Midwifery Accreditation Council (ANMAC) and the Nursing 
and Midwifery Board Australia (NMBA). They are responsible for the assessment, registration, 
and practise of overseas trained and overseas born nurses.  
 
1.) Australian Nursing and Midwifery Accreditation Council (ANMAC): The ANMAC is an 
assessing authority for the Department of Immigration and Border Protection (DIBP). The 
Department undertakes the skills assessments of overseas trained nurses and midwives seeking 
permanent migration in Australia under the general skilled migration programme (ANMAC, 
2014b). It assesses the skills of overseas qualified nurses, midwives, and international nursing 
students, who have completed their nursing course in Australia. The ANMAC does not register 
nurses or midwives wishing to work in Australia. Such registration is the responsibility of the 
NMBA. Two categories are used by ANMAC to assess applicants (ANMAC, 2014b), namely: 
modified and full assessments. 
 
a.) Modified assessment is used by applicants holding current registration in Australia and New 
Zealand, such as Indian born, or those studying nursing in Australia or New Zealand. 
  
b.) Full assessment is used by applicants holding current registration outside Australia or New 
Zealand, such as Indian trained nurses.  
 
These assessments are conducted through a process that uses five standards, outlined below 
(ANMAC, 2013). 
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Standard-1: Proof of identity. An overseas trained nurse needs to establish himself/herself as the 
applicant, with supporting documentary evidence proving registration with an overseas nursing 
and midwifery regulatory authority. 
 
Standard - 2: English language proficiency. The applicant passes an English proficiency test 
(either IELTS or OET). The score for IELTS should not be less than 7 in each section or, 
alternatively, a B pass in all bands of the OET. 
 
Standard - 3: Educational equivalence.  The applicant must provide documentary evidence that 
their qualifications and experience meet the accepted educational standard for nursing and 
midwifery in Australia. 
 
Standard - 4: Professional practice. The applicant provides evidence of having practised as a 
registered nurse within a defined period (the last 5 years), prior to the application.  
 
Standard - 5: Fitness to practice. The applicant must demonstrate that they are ‗fit to practice‘ 
nursing in Australia. For Indian trained nurses, they must produce a good standing certificate 
from the Indian Nursing Council, as well as have a police verification certificate from the place 
of their domicile.  
 
ii.) Nursing and Midwifery Board of Australia (NMBA). The roles of the NMBA are numerous. 
However, its role relating to overseas trained nurses includes assessing their qualifications for 
registration under the National Scheme. Eight (8) criteria are used; these are outlined below. In 
addition, the NMBA also assesses the requirements for the registration of overseas born nurses 
trained in Australia (NMBA, 2014). The eight criteria are as follows: 
 
Criteria-1:  The applicant seeking registration as a registered nurse under the National Scheme 
must have his/her education qualification equivalent to a Bachelor‘s degree in nursing, as a 
minimum, and align with the Australian Qualification Framework (AQF) level 7. If the NMBA 
assesses the applicant‘s qualification as at the AQF level 6, then the applicant must complete a 
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NMBA approved bridging programme in Australia, in one of the designated 
institutes/universities. 
 
Criteria-2:  The applicant‘s home country educational institute must be externally accredited by a 
competent authority (like the state nursing councils) during the period when the applicant 
undertook the studies.  
 
Criteria-3: The programme of study was externally accredited and provided the applicant with a 
graduate qualification in nursing. 
 
Criteria-4: The applicant‘s qualification is equivalent to an Australian Bachelor‘s degree 
(registered nurse), as a minimum.  
 
Criteria-5: The applicant‘s programme of study must include a minimum of 800 hours of 
workplace experience providing exposure to a variety of healthcare settings. 
 
Criteria-6: The applicant‘s curriculum programme of study must focus on various aspects of 
nursing practice. 
Criteria-7: The applicant must have successfully completed all components of the programme 
and have graduated with a qualification. 
 
Criteria-8: The applicant must have a certification from his/her institute showing their successful 
completion of a medication management assessment.  
 
3) Department of Immigration and Border Protection (DIBP): The DIBP is the nodal 
authority in Australia that frames the Australian immigration policies. Australia‘s latest 
immigration policy is based on 3Ps: population, participation, and productivity. Population refers 
to the number of people in the economy; Participation refers to the average number of hours 
these people work; and Productivity refers to the average output produced by these people for 
every hour they work (DIBP, 2011). The policy is also based on a 3-prong strategy to meet the 
supply and demand workforce gap in all sectors of the Australian economy, namely, that: the 
60 
 
long-term workforce demand is met by expanding domestic training; the medium-term 
workforce demand is satisfied through a general skilled migration (GSM) scheme, and the short-
term demand is addressed through employer and state/territory sponsored labour migration 
programmes (Hawthorne, 2012a). However, to meet the immediate skilled workforce demand of 
the Australian health system (mainly of physicians and nurses), visa regulations have been made 
easier in the recent years. A range of visa options are made available for eligible overseas trained 
physicians and nurses, including those trained in India. They are: 
 
i. Temporary Work Skilled Visa – (Sub-class-457):  This visa option is the most usual pathway to 
permanent residence for overseas trained doctors (including Indian trained), who have not yet 
gained general registration in Australia. The visa is granted from 1day up to 4 years. Under this 
category, overseas trained physicians, such as Indian trained, can perform supervised practice 
in Australia (DIBP, 2012). It is also applicable to overseas trained nurses, including Indian 
trained. Under this visa category, an overseas trained nurse requires sponsorship by an 
employer and must be registered with the AHPRA, as well as meet the NMBA registration 
standards in order to practice nursing in Australia. In addition to the 457 visa, other visa 
categories are applicable for an overseas trained nurses, such as: Employer Nomination Scheme 
(ENS) Sub-class-186; Regional Sponsored Migration Scheme (RSMS) Sub-class-187; Skilled 
Independent Sub-class-189; Skilled Nominated Sub-class-190; and Skilled Regional Sponsored 
(provisional) Sub-class-489 (ANMF, 2013).  
 
ii. Permanent Visa: This visa option exists for those overseas trained physicians who hold general 
registration in Australia. Physicians holding general medical registration may apply for 
permanent residency under an employer/state/territorial sponsorship (visa Sub-class-190) scheme 
and employer non-sponsorship (visa Sub-class-189) (DIBP, 2013). 
 
4) The State and federal laws in Australia: Both the federal and state governments have, from 
time-to-time, regulated migration by framing policies. The four laws that affect the current 
migration of overseas trained health professionals are presented below: 
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i) Health Insurance Act, 1973 & 1996: Section 19AB of the Health Insurance Act applies to 
overseas trained physicians, including Indian trained, who gained their first medical registration, 
or became permanent Australian residents or citizens on or after 1
st
 January 1997.  The section 
restricts their access to Medicare provider numbers and, in order to access Medicare benefit 
arrangements, requires them to work in a District of Workforce Shortage (DWS for a minimum 
period of 10 years (referred as the 10-year moratorium requirement), which begins from the date 
of their first medical registration (Doctorconnect, 2014b).  
 
ii) Five-year Overseas Trained Doctor Scheme: The Scheme (also known as the 5-Year Scheme) 
was effective from July 2010. It offers a reduction in the 10-year moratorium to overseas trained 
physicians (including Indian trained) who are prepared to work in locations which are the most 
difficult to recruit. However, to be eligible to practice under this Scheme, an overseas trained 
physician needs: to have appropriate medical registration; to provide evidence of their ability to 
be assessed for a Fellowship with the RACGP or ACRRM, within the time limit of the scheme; 
to intend to seek or currently possess Australian permanent residency, and/or Australian 
citizenship; and to be able to provide at least seven sessions per week as part of the placement 
(DOH, 2010). 
 
iii) Health Practitioner Regulation National Law: The law and its state equivalent legislation 
came into effect in 2010 onwards. Under Section 67 of this legislation, an overseas trained 
physician (including Indian trained), who does not qualify for general or specialist registration in 
Australia, may apply to the Medical Board of Australia (MBA) for limited or conditional 
registration to practice in an ‗Area of Need‘ (AON) (DOH, 2013). The MBA is responsible for 
deciding whether an overseas trained physician is eligible, qualified, and suitable for limited 
registration for the AON to practice in a particular position (GP or specialist). However, it is the 
responsibility of the Ministry of Health of each state/territory to determine whether an AON 
exists or not. Prior to the national law, there was state specific Acts which enable the recruitment 
of overseas trained physicians to work in the AON, including: the Medical Practice Act, 1992 
(NSW), the Medical Practitioners Registration Act 2001 (QLD), the Mutual Recognition Act, 
1992 and its state equivalents, such as the Mutual Recognition Act, 1992 (NSW), which 
recognises the registration between all states and territories in Australia. 
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iv) Policies relating to English proficiency requirements: Australia introduced the compulsory 
Occupational English Test (OET) in the late 1980s for migrant doctors, nurses, and allied health 
professionals from non-English speaking backgrounds (McNamara & Candlin, 1996). Prior to 
this requirement, there had not been any systematic guidance in relation to the levels of English 
proficiency required in individual occupations. A little later, the International English Language 
Testing System (IELTS) was introduced as an alternative measure to evaluate the English 
proficiency of non-English speaking migrants. Until 2005, the medical and nursing regulatory 
bodies instituted a minimum ceiling of Band 6 in IELTS, or the OET equivalent, for the medical 
and nursing registration requirements, and the subsequent skilled migration (Hawthorne, 2012a). 
However, after 2005, another policy change saw the Australian medical and nursing regulatory 
bodies raised the standard of English to a minimum ceiling of at least IELTS 7 bands in each 
section (speaking, reading, writing, and listening) or OET B score, for registration. Thereafter, 
from July 2011, the introduction of anew points system (65 points instead of 120) were required 
for general skilled migration (for all fields of professions, including medicine and nursing); an 
IELTS 8 is awarded with 20 points, an IELTS 7 with 10 points, and no points for IELTS 6.  
 
5) International laws and ethical codes applicable to India and Australia: The effects of 
health professionals‘ international migration has been of concern for some years; however, 
recently, the situation has become more acute. The negative effects of health professional 
migration is mostly reflected in-terms of severe staff and skill shortages, predominantly in the 
health systems of many developing countries. Australia, being extraordinarily dependent on 
international medical and nursing graduates, has become a signatory member of a number of 
international codes of practice for recruiting overseas health professionals. The General 
Agreement for Trade on Services, Mode-IV of the World Trade Organisation is one of them. 
Since 1995, both Australia and India has become the signatory members to the World Trade 
Organisation (WTO) General Agreement on Trade in Services (GATS) (WTO, 2012). The 
Mode-IV of GATS provides provision for the physical movement of natural persons of one 
member state to enter the territory of another member state to supply services (Chanda, 2002).  
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Healthcare is a service industry/sector, thus, the agreement has facilitated the movement of 
health professionals between countries. Within the GATS framework, WTO members can set 
technical standards, licensing, and qualifications to ensure the safety and quality of health 
services delivery provision, which overseas trained medical, nursing, and other clinical 
practitioners need to meet to practice in a foreign member country. The Indian medical education 
system trains professionals to meet these requirements and, therefore, has benefited greatly under 
this agreement. India, among countries, has spearheaded the demand for greater liberalisation of 
trade in services, which has further encouraged cross-border migration of health professionals. 
However, (Forcier, Simoens, & Giuffrida, 2004), along with many others, have argued that 
GATS has had a limited impact on the migration of physicians and nurses, specifically because 
the commitment to allow entry of overseas trained doctors and nurses is still subject to the host 
countries‘ licensing requirements and visa conditions.  
 
Apart from the GATS, a number of ethical codes apply to Australia, namely: the Commonwealth 
code of practice for the international recruitment of health workers (2003); the Pacific code of 
practice for the recruitment of health workers (2007); and the WHO Global code of practice on 
the international recruitment of health personnel (2010). These codes regulate the recruitment of 
overseas trained health professionals, especially from developing countries facing critical 
shortage. It is argued that global concerns, relating to the migration of health professionals, have 
changed countries‘ immigration trends and patterns. However, due to the paucity of evidence, it 
is difficult to know whether global agreements and international codes have truly impacted upon 
the migration of Indian trained doctors and nurses to Australia. Moreover, there is inconsistency 
in the information among different authors and agencies with respect to visa sub-classes and 
pathways for the entry of an overseas trained doctor and nurse to Australia. This inconsistency 
could be due to the frequent, almost yearly, change to the visa rules and immigration schemes by 
the Department of Immigration and Border Protection, Australia.  
 
2.5.3 Examination of policies in respect of India and Australia on international migration 
of health professionals 
An examination from India‘s perspective suggests that, despite the growing concern over the 
mobility of health professionals, their emigration policy has been largely laisser-faire and liberal. 
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Further, a very limited effort has been made to curb international migration, since the 
government did not enact any stringent policy framework for Indian physicians and nurses. 
Whatever limited restrictions (such as Good Standing Certificate-GSC) exist, they are docile and 
can be easily met with minimal documentation and effort. Moreover, there is a lack of evidence 
and empirical studies which could assess the effectiveness of government regulations. 
Furthermore, it is argued that the shortage of health professionals in rural India is primarily due 
to mal-distribution of health workers. Consequently, any effort made by the government to curb 
international migration may not result in their retention. The current focus of the government is 
increasingly seen as investing in medical and nursing education, especially by leveraging the 
private sector. The Government‘s 2012-tenth year plan proposed adding 187 new medical and 
440 new nursing colleges/schools by 2022 (PCI, 2011). The plan also included signing a labour 
mobility partnership with many countries, with a special emphasis on the nursing sector (MOIA, 
2014; PHFI, 2011). Thus, in the near future, it is expected that future barriers to the emigration 
of Indian physicians and nurses will be limited due to government‘s liberal policy. Furthermore, 
given the situation of the consistently increasing supply of physicians and nurses in the Indian 
labour market, and the limited lucrative domestic opportunities to absorb them, it is very likely 
that India will continue to export physicians and nurses to the major destination countries, 
including Australia.  
 
In contrast, an examination of Australia‘s perspectives on migration policies and licensing 
requirements for overseas trained physicians and nurses shows they have been dynamic. They 
have changed over time to meet the demand of the country‘s labour market and the health system 
needs. For a better understanding, a time-based review of polices was undertaken vis-à-vis the 
health workforce shortage and the recruitment of overseas trained physicians and nurses in the 
Australian health system.  
 
i) Period between 1950 and 1973, and 1980 and 1996: In the 1950s and 1960s, Australia faced 
a widespread shortage of physicians. As a result it removed its existing migration barriers and 
permitted entry of non-European physicians, including physicians from less developed countries, 
like India, entered the Australian health system (Iredale, 2010; Palfreeman, 1971). In 1977 and 
1978, the number of migrant physicians constituted some two-thirds of the output of medical 
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graduates in Australia since the enactment of the Health Insurance Act (1973) and the 
recommendation of the Karmel Report (1973), which later became the basis of manpower 
planning in the health system (Australian Universities Commission, & Karmel, 1973). Then, in 
the 1980s and 1990s the Commonwealth‘s health monetary and health education policies, 
regulations, and legislations stalled the number of entrants into Australian medical schools. 
Consequently, this change caused a decline in the doctor-to-population ratio (from 1:485 to 
1:413) over the decade from 1986 to 1996. The change also helped to create a belief that there 
was no shortage of physicians, but an uneven urban/rural distribution (AMWAC, 1998; Birrell, 
2004).  
 
In 1996, the Federal Government proposed the Health Insurance Amendment Act. This 
amendment reduced Australian medical school intakes, caped the number of overseas trained 
doctors migrating to Australia, and compelled medical graduates to complete post-graduate 
education in order to gain access to Medicare benefits and, finally, achieved a better distribution 
of doctors between rural and urban regions (Birrell, 1995; Smith, 2008). However, the legislation 
also created a disincentive for overseas medical graduates to migrate; the legislation required 
them to work for ten years (referred to as the 10 year moratorium period) in a district of 
workforce shortage to gain a Medicare provider number. However, during this period, the 
various states used other state-based legislation to enable the recruitment of overseas trained 
doctors to gain medical registration for the purpose of filling unmet needs, using the Medical 
Practice Act, 1992 (NSW) and the Medical Practitioners Regulations Act 2001(QLD), while the 
Mutual Recognition Act 1992 (NSW), which recognised registration between all states and 
territories in Australia.  
 
ii) Period between 2000 and 2007: During 2000 medical graduate expansion in Australia began 
with the establishment of 10 new medical schools; the graduate supply started to enter the 
Australian labour market in 2007. However, this marginally increased the supply of local 
graduates (Geffen, 2014; Scott & Li, 2012). Simultaneously, during the period 2000 and 2005, 
the state health departments created dedicated recruitment divisions that facilitated medical 
migration. One example was the established by Queensland Health, called the RAPTS 
(Recruitment, Assessment, Placement, Training and Support for International Medical 
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Graduates); it coordinated marketing and advertising strategies to attract medical graduates to 
Queensland (Forster, 2005). Meanwhile, during the same period, the Federal Government also 
contributed to breaking down the immigration barriers by adopting an active recruitment strategy 
to encourage the medical migration of appropriately qualified overseas trained physicians as 
short term solution to address physician and nurses shortage (DOH, 2004). For example, it 
introduced the temporary business visa (long stay, up to 4 years with an option of renewal), the 
medical practitioner visa and the occupational trainee visa. Further, it maintained the medical 
practitioners and registered nurses, midwives and mental health nurses in the skilled migration 
list, and made amendments to the immigration policy to allow international students, trained in 
Australia, eligibility for placement as interns at public hospitals, for a period of one year (ABS, 
2007; Hawthorne, 2012a; Iredale, 2010). 
 
iii) Period between 2008 and 2014: The Australian medical and nursing registration system has 
undergone significant reforms between 2008 and 2014. Some important initiatives during this 
period influenced the assessment, registration criteria, and the mobility of overseas trained 
physicians and nurses to Australia, including the establishment in 2008 of the National 
Registration and Accreditation Scheme (also called the National Scheme) by the Council of 
Australian Governments (COAG), and the enactment of the Health Practitioner Regulation 
National Law Act, 2009 & 2010 by the states and territories (AHPRA, 2011b). Prior to the 
establishment of the National Scheme, workforce mobility within the country was inhibited by 
the requirement that health professionals be registered in each state or territory. This Scheme 
replaced the state-level registration system and ensured consistent national practice standards, 
thereby enhancing workforce mobility across Australia. The registration of overseas trained 
physicians and nurses was also under the purview of this Scheme. Overseas trained physicians 
and nurses, who choose to practice in Australia as a physician or nurse through the assessment 
pathways, needed mandatory registration under this scheme.  
 
2.6 Summary 
The literature review found that there were differences among major destination countries 
recruiting physicians and nurses across different source countries. In both cohorts of health 
professionals the migration was significant from the developing to the developed countries. The 
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migration patterns of health professionals were found to be circular, step-wise, complex and 
dynamic. However, the directional flow of Indian health professional migrants remained similar 
to 1960s and 1970s, except for the number and the directions which were added in recent years. 
In the past there was limited focus on the licensing, registration, language, and immigration 
requirements. In recent times, with increasing concern on the quality of care, differences in the 
training systems and ethical concerns over the recruitment of health professionals, the role of the 
regulatory environment have become crucial and active. 
 
The analysis of the distribution of health professionals across four major destination countries 
revealed that different findings for Indian physicians and nurses. In absolute numbers, the U.S. 
houses the highest number (40,838) of Indian physicians, followed by the United Kingdom 
(25,960). Also, for both countries, India is the number one source country to supply medical 
doctors for their respective health systems. In respect to Australia, while the U.K remains the 
number one source country to supply medical graduates, there is a sizable proportion (4% -20%) 
of Indian medical graduates in the Australian health system, and this number continues to 
increase.  
 
The data regarding the international migration of Indian nurses are not well documented in 
comparison to the physicians. It appears that the international migration of Indian nurses started 
in the 1960s and gained momentum in the 1970s, mainly to Middle Eastern countries. However, 
with passing time, their destination extended to major countries, like the U.S., the U.K., Canada, 
Australia, and some European countries. The migration of Indian nurses to Australia showed 
signs of increasing in the recent past. It is estimated that, currently, there is a sizeable number of 
Indian nurses working in the Australian health system, with a significant proportion having 
arrived in the last decade. Moreover, it is anticipated that the migration of Indian nurses will 
increase further, mainly to the rural areas to address the shortage and mal-distribution.  
 
As identified in the review, some deficiencies exist within the medical education systems of both 
India and Australia. These deficiencies may have influenced the decision of Indian health 
professionals to migrate to Australia, for example, the discordance between graduate numbers 
and specialist (post-graduate) training places in Indian medical training (discussed in more detail 
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in Chapters Five and Six. Australian deficiencies include the ability to train only a limited 
number of physicians, and the shortage of physicians, mainly in rural and remote areas.  
 
Lastly, the literature review highlighted that, in the era of globalisation, the role of immigration 
policies, regulatory bodies, and ethical codes are becoming increasingly important in the 
recruitment of overseas trained physicians and nurses. While physicians and nurses migration 
greatly depends on economic, social, and professional factors, the current change in the direction 
of the flow of physicians and nurses from the developing to the developed countries has shifted 
its focus towards policy and ethical factors, such as international laws, registration policies, 
regulations and ethical codes, and their influence on mobility. Policy makers and the regulatory 
bodies are challenged to maintain a balance between the workforce supply, the quality of care, 
and ethical recruitment. Consequently, there is pressure for a more managed sustainable 
migration policy that aims to regulate the flow, and mitigate the negative and strengthen the 
positive impact of international migration. The policy and ethical factors, in respect of both India 
and Australia, were investigated in the current research, with the findings presented in Chapter 
Seven. 
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Chapter Three: Conceptual Framework 
 
The review of the theories of labour migration is presented in this chapter. Based on that review, 
a multi-model push and pull framework is proposed to examine the factors that influence the 
intention to migrate (ITM) of Indian physicians and nurses to Australia. The framework and 
methods used in this research guided the analysis of the data. The chapter is presented in four 
sections. Section (3.1) reviews the theories of labour migration at different levels, and provides a 
brief summary; section (3.2) presents the proposal of a ‗multi-model push and pull‘ framework 
utilised in the current research, and illustrates the important elements of the framework that 
guided the researcher in the analysis of the factors influencing the migration intentions of Indian 
physician and nurse to Australia; section (3.3) justifies the synthesis of the migration theories in 
the proposed framework; and the final section (3.4) concludes the chapter. 
 
 
3.1 Theories of labour migration 
To understand the international migration of healthcare professionals, it is necessary to 
understand the broader phenomenon of labour migration as medical and nursing migration takes 
place within this context. Disciplines, such as anthropology, economics, sociology, demography 
and geography, have contributed to explaining the phenomenon of international migration. 
However, individual models, analytical frameworks, conceptual approaches, and empirical 
generalizations developed from specific disciplinary examinations remain limited in their ability 
to explain international migration (Arango, 2000). For example, Lee (1966), Massey et al. 
(1993), and Brettell and Hollifield (2000) share similar views that no one theory can explain why 
people migrate across borders and, therefore, a multi-level multi-disciplinary approach should be 
adopted. The following section provides an overview of the theories of labour migration. 
 
The act of migration is as old as humanity, but explanatory theories of the drivers of migration 
are fairly recent. The oldest theory of migration dates back to 1885, when Ravenstein (1885) 
presented his celebrated paper on the ‗Laws of Migration‘ at the Royal Statistical Society in 
London. Ravenstein‘s theory (1885) was based on empirical migration data from more than 20 
countries. His interpretation of the empirical data, which revealed that most migrants only 
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travelled short distances, was far from a complete theory of migration. Other early migration 
models used the physical concept of gravity, explained international migration as a function of 
the ‗size of the source and destination population‘, and predicted that the volume of migration 
would be inversely proportional to the distance (Tobler, 1995).   
 
In the 1950s migration theories moved from purely mechanical to more sophisticated theories. 
For example, in 1954, Sir William Arthur Lewis postulated the ‗Dual Sector Model of 
Development‘. This theory explains the growth of a developing economy in terms of labour 
transition between two sectors, the capitalist (industrial) and the subsistence (agriculture) sectors. 
Thereafter, the Harris-Todaro model, in the 1970s, used development and welfare economics to 
enrich the Lewis model to specifically explain some issues concerning rural to urban migration. 
The main assumption of this model was based on the expected job opportunity differentials 
between rural and urban areas, rather than just wage differentials (Harris & Todaro, 1970). These 
theories mainly focused internal migration between rural and urban regions in less developed 
countries; later the concept of wage differentials was applied to international migration between 
developing and developed countries (Oulton, 2006).  
 
Until the 1970s, the theories often perceived migration as an equilibrium mechanism that was 
uni-dimensional in nature. The focus after the 1980s was more elaborative and multi-
dimensional. These theories examined migration as a more complex phenomenon that depends 
on multiple factors. The models analysed individual‘s motivations to migrate, as well as wider 
structural factors, such as economic conditions, labour market dynamics, political situations, 
family‘s influence, and societal norms. The modern approach to migration understands and 
classifies labour migration on three levels, namely: micro, meso, and macro (Zanker, 2008). The 
theories credited to these levels are discussed below. 
 
3.1.1 Micro-level theories of labour migration 
The micro-level theories focus on individual migration decisions, explaining it in terms of 
individual behaviour and human capital endowment, skills, age, status, gender, occupation, and 
individual preferences. The theories tend to be ‗free will‘ theories, where the migrant is a self-
directed person (or family), managing their own fate. Such migrants seek the best location for 
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themselves or their group. Three micro-level theories (the neo-classical micro migration theory; 
the value expectancy cognitive theory, and Lee‘s (year) push and pull theory of labour 
migration) are discussed. These theories are primarily used by researchers to understand 
international migration intentions of skilled professionals (such as physicians and nurses). They 
are 
 
i.) The neo-classical micro economic theory (also called the human capital theory) of migration 
is based on individual investment decisions to increase the productivity of human capital. Thus, 
it focuses on the labour market conditions (Sjaastad, 1962). The theory proposes that individuals 
make rational cost-benefit calculations of the expected returns of migration, and then migrate 
when the expected returns are positive. The expected returns depend on the expected benefits 
and migration costs. Migration costs may include: the material cost of travelling; the cost of 
maintenance while moving and looking for work; the effort involved in learning a new language 
and culture; the difficulty experienced in adapting to a new labour market; and the psychological 
cost of cutting old ties and building new ones (Massey et al., 1993).  
 
The theory also emphasizes that the age of a migrant plays an important role in the decision to 
migrate, especially for those who are young and educated. (Hagen-Zanker, 2008) reported that 
the neo-classical micro economic theory has been subjected to conceptual critique and rich 
empirical testing. Such investigations identify neo-classical micro economic theory as 
mechanically reducing migration determinants, and ignoring market imperfections, as well as 
ignoring the effects of policies and the importance of the politics of the countries involved 
(Kurekova, 2011). Thus, this theory alone is deficient in explaining why physicians and nurses 
migrate internationally. It ignores the wider structural components, including the policies of the 
migration processes (such as licensing and registration rules, emigration and immigration 
policies of the countries, etc.) that are considered important in medical and nursing migration. 
ii.) The value-expectancy cognitive theory involves migrants making a conscious decision to 
migrate based on non-economic and environmental factors. The model assumes migration as a 
purposive behaviour, that is, a potential migrant makes a conscious decision to migrate, or not to 
migrate, through a process by which perceived consequences are weighed and evaluated. The 
potential migrant‘s strength depends on the multiplication of the value of migration outcomes, as 
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well as the expectations that migration will actually lead to these outcomes. These values can be 
translated into specific goals, such as wealth or autonomy. Hence, values and expectations 
depend on personal and household characteristics and societal norms (De Jong et al., 1983). 
Also, the theory has been used to study the migration decision making of skilled professionals; 
however, very little evidence exists to prove its use in understanding physicians and nurses 
migration (Chemers, Ayman, & Werner, 1978; Michelle Freeman, Baumann, Blythe, Fisher, & 
Akhtar-Danesh, 2011).  
 
iii.) The push and pull theory of migration postulates that there are both source and destination 
country factors that contribute to the migration process (Lee, 1966). This theory was first of its 
kind to examine the factors and processes related to the migration of individuals and groups 
under four important headings: 
 
i. Factors associated with the area of source/origin; 
ii. Factors associated with the area of destination; 
iii. Intervening obstacles; and 
iv. Personal factors. 
 
In source country there are factors that compel people to either leave or stay in their home 
country, whereas, in every destination country, there are factors that either attract people to 
migrate there, or discourage/deter them from migrating there. The factors which attract or 
encourage people to stay in a particular country are defined as positive forces, while the factors 
which compel people to leave or deter them from migrating to a particular country are defined as 
negative forces. Between the two countries (i.e. source and destination) there are a set of 
intervening obstacles, which may be weak in some instances and strong in others. For example, 
the immigration/emigration laws and licensing procedures to practice medicine and nursing are 
intervening obstacles of migration for Indian nurses and physicians when they want to practice in 
a country like Australia. Finally, there are personal factors that affect individual characteristics 
which facilitate or inhibit migration, such as; age, gender, skills, occupation, personal 
preferences, personal sensitivities, and intelligence, as well as awareness and knowledge of the 
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situation at the origin and destination countries (Lee, 1966). In summary, Lee‘s theory of 
migration can be summarised as follows: 
 
a.) Both positive and negative factors are associated with source and destination countries, 
indicating two sets of ‗push‘ and two sets of ‗pull‘ factors. These factors are further divided 
into a number of sub-factors, which may be numerous and heterogeneous, and can 
encompass personal, social, educational, policy, workplace, or professional, labour market, 
and other factors. 
b.) There are intervening obstacles (namely: distance, the cost of moving, the loss of income, 
housing, legal regulations, and entrance controls), and restrictions between the source and 
destination countries.  
 
Lee‘s theory considers multiple factors of migration at both the source and destination countries. 
In the case of overseas trained physicians and nurses, there are restrictions on working at the 
destination country due to differences in medical and nursing training, as well as the registration 
systems between the two countries. Lee‘s theory considers these restrictions and intervening 
obstacles to international migration. Furthermore, the theory has been widely used to analyse the 
international migration of nurses, physicians, and other health workers; the results appear to be 
consistent and informative. For example, researchers have analysed the push and push factors for 
health professional migration. A review of such research is given below. 
Mejia (Mejia, 1978; Mejia, 2004) 2004) observed that migration occurs because of the 
interaction between various forces, situated at either end of the migratory axis, and classified 
them as ‗push‘ and ‗pull‘ factors.  The key ‗push‘ factor is the failure of the source country to 
employ their graduates because of labour market constraints, while the recipient countries are 
training fewer physicians and nurses than they need, which is the key ‗pull‘ factor.  
Klein (2003) described these factors as ‗political, social, economic, legal, historical, cultural and 
educational factors.  
Bach (2004) illustrated the economic disparities between source and destination countries as the 
‗push‘ and ‗pull‘ factors for health professionals‘ migration. The push factors influence labour 
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supply, while the pull factors are equated with the demand for labour, and direct attention to the 
factors that attract migrants to move to another country.   
Eastwood et al. (2005) described the pull factors as opportunities for high-end training, higher 
wages, and better working conditions in the destination country; they described the push factors 
as less attractive pay, higher unemployment rates, political instability and insecurity in the source 
country.  
Kingma (2006) grouped these factors according to the motivations for migration, namely: 
economic migrant, a career-move migrant, and an adventure migrant.  
Klein et al., (2009) further categorised the factors into: push, and pull, as well as plant groups. 
The ‗plant‘ category was seen as encouraging health professionals to stay in the destination 
country without further migration (Klein, Hofmeister, Lockyear, Crutcher, & Fidler, 2009).  
According to Shet (2008), the migration of health professionals from the source country to the 
destination country was influenced by both the ‗push‘ and ‗pull‘ factors. However, these factors 
are not well defined in the Indian context. 
Ahmad (2005) also added involuntary factors, such as human rights‘ violations, ethnic and 
religious tensions, political persecution, war and economic collapse. They were seen as playing 
an important role in health professional migration (that is, managing medical migration from 
poor countries)(Ahmad, 2005).  
(Lorenzo, Galvez Tan, Icamina, & Javier, 2007) identified a group of newly emerging pull 
factors that encourage Philippine nurses to migrate. These factors include aggressive recruitment 
agencies that receive large payments per nurse, and encourage migration by funding the move 
and linking nurses with jobs. Also, the internet has increased awareness of job opportunities 
around the world for nurse‘s international recruitment. Interestingly, Raghuram (2009) and 
McNeil-Walsh (2004) identified old colonial ties to specific countries as important factors that 
influenced migration and choice of destination country.  
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In the U.S., one qualitative study found that the migration of physicians was largely influenced 
by personal, regulatory, and political factors (Chen et al., 2011). However, the study did not 
specifically categorize the reasons for the migration into push or pull factors. In Australia a 
similar study (Buchan, Daly, Rumsey, & Thiessen, 2011), which included physicians and nurses 
from India, Pakistan, and China, reported that better job opportunities, new experiences, culture, 
and language, as well as a higher standard of living, encouraged them to migrate to, and remain 
in, Australia. 
The above over view illustrates that there are multiple factors responsible for the international 
migration of physicians and nurses, and not just a single factor. Some authors have categorised 
these factors under the push and pull forces, whereas others described it in terms of financial 
versus non-financial or motivational factors of migration. However, the factors inferred from the 
above review can be broadly classified into either push or pull factors, which are influenced 
further by a set of financial, personal, workplace, social, policy, education, and labour market 
sub-factors. Other factors may be significant at specific times and in specific countries, such as 
the impact of civil war or terrorism, or issues related to personal safety. Indeed, the factors of 
migration of an Indian physician would be different from that of a physician from the Sub-
Saharan African region. Thus, it is difficult to forecast which particular factor or set of factors 
exclusively drives the migration of health professionals to another country. Furthermore, 
physicians and nurses are two different groups with distinct professional needs, issues, and 
motivations. Based on these factors their intention to migrate also differs. Thus, it is important to 
examine their intention to migrate from different perspectives. However, by and large, it can be 
concluded that push and pull theory is the most established theoretical and empirical framework 
to examine the health professional migration.  
 
3.1.2 Meso-level theories of labour migration 
Meso-level theories of labour migration fall between the micro and macro-level, that is, the 
household or community level. While the micro and macro level theories focus on an 
individual‘s decision making regarding migration, or an aggregate of migration movements, the 
meso-level theories includes a wider decision making framework; it also affirms a place for 
families as influencing factors in an individual‘s migration decision (Harbison, 1981). Mincer 
(1997) and Sandell (1997) viewed migration as a collective decision of family members (Mincer, 
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1977; Sandell, 1977). The family, as a whole, migrates if their net gain is positive. If only one 
partner finds a better job opportunity at the destination end, the family migrates only if the gains 
of one family member outweigh the losses of the other family members. Bigsten (1988) shared 
similar views, writing that migration is a household decision in which a family allocates labour 
to the urban or rural sector, depending on the combined wages.  
 
In this section two important theories are described: ‗the new economic theory of labour 
migration‘ and ‗the network theory‘. The New Economics of Labour Migration (NELM) is an 
important meso-level theory of migration. It was developed by Oded Stark in the 1980s, in 
cooperation with David Bloom, Eliakim Katz, David Lavhari, Robert Lucas Mark Rosenweig, 
and J Edward Taylor (Hagen-Zanker, 2008). The theory has challenged some of the assumptions 
of the neo-classical approach, offering a new level of analysis, and different determinants related 
to the nature of migration. It has shifted the focus of migration research from individual 
independence to mutual interdependence (Vertovec, 2002). According to this theory, migration 
flows and patterns cannot be explained solely at an individual level, but that wider social entities 
must be considered as well. Therefore, migration can be viewed as a result of risk aversion on 
the part of the household that has limited income. The household, in this case, is in need of extra 
income that can be achieved through remittances sent back by family members who have 
migrated abroad. While the theory analyses both the causes and effects of migration, it was 
criticized for limited applicability (Kurekova, 2011), and for overlooking household dynamics 
(such as gender roles), and being too heavily future oriented (Buchan, Jobanputra, Gough, & 
Hutt, 2006).  
 
Another meso-level theory of migration is the Network theory. It does not examine the factors 
that initiate migration, rather it looks into the factors that perpetuate migration (Massey, et al., 
1993). In other words, this theory determines the factors that help in the adaptation and 
acculturation process of a migrant into the destination country. The theory mainly focuses on the 
vital role of personal relations between migrants and non-migrants, and suggests that migratory 
movements arise in response to the prior existence of links between the source and destination 
countries, such as the presence of friends and relatives, colonial ties, and trade or investment 
flows (Vertovec, 2002). Hence, migration networks connect a new migrant to the destination 
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country because of personal, cultural, and social bonds. In the source country, information on 
foreign job opportunities and living standards is mostly transmitted through personal networks, 
such as friends, neighbours, ex-colleagues, and relatives who have emigrated. Modern 
communication systems, such as social networking sites, blogs, and information technology, also 
play a crucial role in establishing networks.  
 
These meso-level theories have important implications for understanding the adaption and 
acculturation process among transnational migrants, like nurses. The NELM and the Network 
theories, in particular, are relevant to health professional migration since there is evidence that 
the decision of a health professional to migrate is influenced by the family members 
(Balasubramanian, Brennan, Spencer, & Short, 2014; Boyd, 1989; Klein, et al., 2009). Moreover, 
studies (Buchan, et al., 2006; Humphries, Brugha, & McGee, 2009) have also documented that 
remittances sent by migrant nurses have improved their household conditions in their home 
country. Furthermore, research has also established that colonial ties influence a health 
professional to migrate to a country that has past cultural, social, and colonial links. For example, 
physicians, mainly from the Indian sub-continent, migrate to the U.K. due to the past colonial 
ties and similarities in the medical education system (Adkoli, 2006; Robinson & Carey, 2000). 
Evidence has established the important role that friends, relatives and social networks play in 
finding appropriate jobs for migrant health professionals in the destination country (Alonso-
Garbayo & Maben, 2009; Tjadens, Weilandt, & Eckert, 2012). Thus, the concepts of NELM and 
network theories are important to examining the economic and social factors that influence 
Indian physicians and nurses‘ intention to migrate to Australia.  
 
3.1.3 Macro-level theories of labour migration 
Macro theories are utilised to investigate the aggregate migration trends and explain these trends 
by geographic differences in the supply and demand of labour, income differences, and 
employment opportunity differentials. Also the theory identifies the conditions under which 
large-scale movement takes place, and over which the individual migrant has little control. 
Further, the macro theories primarily describe the demographic, economic, and social 
characteristics of migrants, as well as explain both the causes and perpetuation of migration. 
Three important macro theories used to examine labour migration are discussed below: 
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i.) Neo-Classical Macro Economics Theory: Neo-Classical Macro Economics Theory was one of 
the oldest and best known theories of migration. It originated from the systematic theory of 
migration, proposed by Ravenstein (Massey, et al., 1993). The theory was developed during the 
1960s and 1970s to explain labour migration in the process of economic development. During 
that time there was rapid and sustained economic growth globally. The decolonisation process 
was in full swing and the development of economic activity in low-income countries resulted in 
increased internal and international migration (Arango, 2000; Todaro, 1969). According to this 
theory, international migration, like its internal counterpart, is caused by geographic differences 
in the supply and demand of labour and capital between the source and destination countries or 
locals (Jennissen, 2004). Additionally, the prevailing difference in wages influences workers 
from low-wage countries to move to high-wage countries. As a result of this movement, the 
supply of labour decreases and wages rise in the developing country, while the supply of labour 
increases and the wages fall in the developed country. (Massey, et al., 1993). However, it was 
expected that the situation would arise when the net labour migration and net capital flows would 
be in equilibrium. This outcome indicates that the net labour movement between the countries is 
a temporal process.  
 
Although Neo-classical macro theory goes some way towards explaining international migration, 
it appears to be more appropriate with regard to internal migration. This view emanates from the 
restrictions on entry imposed by governments and concerned regulatory bodies in the source and 
destination countries; these restrictions are not taken into account by this theory. Therefore, the 
theory alone is not sufficient to explain why physicians and nurses migrate from a developing to 
a developed country. 
 
ii.) Dual Labour Market Theory: a theory that international migration is mainly caused by 
temporary pull factors, such as a strong labour market demand in developed countries (Piore, 
1986). It attributes migration to a demand for foreign labour that stems from certain intrinsic 
characteristics of advanced economies which, in turn, result in the segmentation of their labour 
markets (Castle, 1998). According to the dual labour market theory, segments in the labour 
market in developed countries are classified as primary and secondary segments. The primary 
segment is characterised by capital intensive production methods, and employs predominantly 
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high skilled labour. In this segment, there is more autonomy and less direct supervision, and 
unemployment is low. Most professional and managerial work is a part of the primary 
independent segment. In contrast, the secondary segment is characterised by labour intensive 
methods of production, which employs low-skilled labour. Hence, local workers tend to ignore 
low-paid jobs because they are of low status and prestige (Arango, 2000). Foreign workers 
(mainly from low-income countries), on the other hand, are willing to accept such jobs because 
low wages are usually higher compared with the norms that exist in their country of origin. This 
suggests that the primary segment, in the main, can be applied to health professionals since they 
fall under the category of skilled labour. However, moving from a skilled position in the home 
country does not always translate to taking up a skilled position in the destination country. 
According to Harris (2011), evidence has shown Indian physicians who migrated to Australia are 
often found in low skilled jobs, such as driving taxis, to maintain their livelihood while they 
await their registration to practice in Australia. 
 
This theory hypothesizes that all international migration is demand driven and excludes any push 
factors that are a reality in many source countries (Zanker, 2008). Therefore, the researcher 
posits that the focus of this theory was too narrow, having only one pull factor being analysed 
and with no in-depth analysis of the migrant‘s decision making, or the push and facilitating 
factors of the source country. Secondly, the researcher argues that not all migration results from 
recruitment practices; for example, some migrants leave on their own initiative and do not 
necessarily fill pre-existing jobs. Hence, this theory alone may not be fit to examine the intention 
of Indian physicians and nurses to migrate to Australia. 
 
iii.)World Systems Theory: the theory links the determinants of migration to structural changes 
in world markets, and views migration as a function of globalisation. The expansion of foreign 
direct investment from high income countries to low and middle income countries has resulted in 
the cross border movement of individuals. Capital and labour mobility are crucial factors for the 
world systems theory, which represents capital and labour as interconnected and two sides of the 
one coin. In the healthcare sector, this theory is increasingly reflected in the growing cross-
border delivery of health services, through joint ventures and collaborative arrangements, and the 
movement of health personnel under the General Agreement on Trade in Services (GATS).  
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Trade in health services takes place via four modes. The movement of health personnel among 
the World Trade Organisation (WTO) member countries occurs through mode IV (Chanda, 
1999), and includes both temporary and permanent moves. The temporary or short term flow 
appears to be driven by a conscious strategy to promote health services exports, specifically to 
earn foreign exchange and foster cooperation between governments. In contrast, the permanent 
migration of health professionals occurs, mainly, from developing to industrialized countries. It 
is driven by, for example: wage differentials between countries; a search for better working 
conditions and living standards; a search for better training possibilities; and demand-supply 
imbalances in the health sector between host and source countries. However, immigration and 
emigration policies do not explain the entire phenomenon of health professional migration. Thus, 
given the same policies, the question arises as to why some nurses or doctors choose not to 
migrate. The research posits that micro-level factors may answer this question. 
 
3.1.4 Summary of migration theories at micro, meso, and macro levels 
An examination of the theories at three levels (micro-, meso-, and macro- levels) suggests that 
migration is a dynamic, multifaceted, and complex phenomenon. The factors of migration are not 
isolated; rather they interact with each other. For example, the structural macro factors (at the 
national and international levels) and community level social ties (at the meso-level) affect the 
decision of a migrant at the individual (micro) level. Further, the emigration and migration 
policies, registration laws, labour market dynamics, and social networking all influence the 
individual decision making of a healthcare professional. It is, therefore, important to examine 
migration theories at the different levels to gain a holistic understanding of the factors that cause 
and perpetuate migration. 
 
At the micro-level, income differences push or pull a health professional to migrate. Financial 
hardship in the home country and a dysfunctional labour market could also be the reasons for 
migration. Individual attributes, like personal preferences, socio-demographic factors, 
intelligence, the knowledge of the situation at the destination country, willingness, and self-
motivation to migrate, to earn money or advance one‘s career can influence the decision of a 
health professional to migrate.  
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At the meso-level, migration is more likely to take place in a context of relative deprivation (i.e. 
in a society which has a higher level of inequality) and where there are opportunities to improve 
 the family as a whole. Migration is also likely to happen if migration links have been 
established, or a network of friends, families, or relatives is available to the potential migrant.  
 
At the macro-level, countries play an important role in determining the international migration of 
health professionals, especially as the movement of health professionals is influenced by 
immigration and emigration policies, and registration laws. Similarly, the dynamics of the labour 
market in the health sector is crucial in deciding the movement of a health professional across 
countries. For example, the growing demand for nurses, due to a shortage in many developed 
countries, was central to the international migration of nurses (Oulton, 2006). Similarly, it can be 
argued that globalisation and world-wide economic development has affected migration flows in 
many ways, namely, general globalisation, which has reduced barriers between countries and 
facilitated the easy exchange of information, decreased transportation costs, and increased 
opportunities for changing jobs.  
 
3.2 Multi-model push and pull framework 
There is an increasing consensus in international migration research that skilled professionals, 
like physicians and nurses, need to consider a wider range of factors than a single factor, which 
is inadequate (Massey, et al., 1993; Salt & Findlay, 1989). The intention or the decision, of a 
health professional, to migrate or not to migrate is determined by a combination of push and pull 
factors, and the associated sub-factors emerging from the micro-, meso- and macro-level theories 
of migration. Given that not a single theory of labour migration is adequate to explain the ITM of 
Indian physicians and nurses to Australia, the current research has used a ‗multi-model push and 
pull‘ framework.  
 
The framework incorporates two sets of pull and push migration factors, as well as a number the 
associated sub-factors operating within the source and destination countries. These factors and 
sub-factors were derived from different labour migration theories. In the current context, the 
push factors of the source country (India) force physicians or nurses, whereas the pull factors 
encourage health professionals to stay. The push factors of the destination country (Australia) 
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present barriers and deter Indian physicians or nurses from moving to Australia, while the pull 
factors attract the Indian migrants, either permanently or temporarily. The framework also 
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Fig. 3.1: Multi-model push and pull framework of international migration of Indian physicians and nurses to Australia 
84 
 
highlights that the greater the push factors of the source country and the greater the pull factors 
of destination country the higher the chances are that the health professionals would leave India 
and migrate to Australia. Similarly, the stronger the pull factors of India the greater the chance 
that the health professionals would remain in India. Furthermore, the stronger the push factors of 
Australia, the greater the chances that the Indian health professionals would be discouraged to 
migrate to Australia. The push and pull factors are influenced by a number of sub-factors, 
namely: personal, social, financial, workplace, educational, labour market, and policy factors. 
The personal factors relates to the health professional‘s socio-demographic and professional 
characteristics (such as age, gender, skills, religion, career level, etc.), and their ability to qualify 
for the medical/nursing licensing and language examinations of the destination country. The 
social factor for international migration appears to require the encouragement and support of 
family, friends and relatives, as well as the integration capacity of the health professional into the 
new culture and work systems. 
 
 The education factors are associated with the issues of specialist training in the source country, 
as well as the opportunity of higher education in the destination country. The economic factors 
relate to low salaries and broader financial issues (such as higher inflation, low healthcare 
spending) of the source country, as well as the potential to earn a higher income in the 
destination country. The workplace factors include poor working conditions at the source 
country, and better working conditions at the destination country. The policy factors are usually 
comprised of: visa regulations; emigration or immigration policies in the source and destination 
countries; and international laws restricting the migration of health professionals from 
developing to developed countries. 
 
3.3 Synthesis of migration theories into the framework 
This section explains how the micro-level (mainly the push and pull theory), meso-level (mainly 
the network theory), and macro-level (mainly the new classical macro theory) theories of 
international migration (discussed above) are positioned into the conceptual framework and 
contributed to an examination of the sub-factors within the push and pull factors. Specifically, 
the push and pull factors encompass personal, social, educational, workplace, labour market, 
financial, and policy sub-factors that influence the intention to migrate by Indian physicians and 
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 nurses to Australia. The theory posits that migration takes place because of the attracting and 
deterring factors in the source and destination countries, as well as certain personal factors 
associated with the migrant (such as: age, gender, skills, and the personal preference for a 
country, etc.). Further, the theory also considers the influence of intervening obstacles, namely: 
immigration/emigration laws and licensing procedures to practice medicine or nursing at the 
destination country. The push or the deterring factors include unfavourable conditions in the 
individual‘s home country or region. In the specific case of the health professional, this may 
encompass: poor salaries; lack of job satisfaction; unfavourable working conditions; limited 
opportunities for specialist training; and limited career opportunities in the home country. In 
contrast, the pull factors are those that attract an individual to another country. For health 
professionals, this may include: promising job opportunities; better working and living 
conditions for individuals and families; a higher quality of life; the greater potential to earn a 
lucrative salary; and opportunities for specialist training and research. Thus, this theory provides 
the basis from which to examine both the push and pull factors related to India and Australia, as 
well as the most important sub-factors (such as personal, policy, education, workplace, labour 
market, and economic) that may have an influence on the ITM of Indian physicians and nurses 
migrating to Australia. The multi-model framework developed for this research draws 
substantially on the push and pull theory.  
 
The network theory explains the perpetuation of migration once it has started. Such networks 
connect a new migrant to the destination country because of personal, cultural, and social bonds. 
The personal and social bonds help the new migrant by providing an initial place to stay, being 
greeted and transported on arrival, and providing job related information and introductions. This 
connection reduces the cost of migration, increases the probability of employment in the 
destination country, and assists early settlement. In the case of Indian physicians and nurses, the 
networks could be in the form of relatives, friends, and ex-colleagues who have already 
migrated. Friends and relatives may also provide first-hand information about the cost of living, 
and how to adapt to the Australian culture and system. Thus, the framework proposed in this 
study has used the concepts of the Network theory to examine the push and pull factors of the 
destination country (Australia) and analysed the sub-factors (such as personal and social) that 
may have an influence on the ITM. 
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According to the Neo-classical Macro Economics theory the international migration of labour is 
caused by geographic differences in the supply and demand of labour, as well as the wage 
differential between the source and destination countries. This theory also applies to Indian 
healthcare professionals migrating to Australia and other developed countries. There is 
substantial evidence to establish the fact that nurses, physicians, and other health professionals 
migrate internationally for a better salary and financial benefits (Mejia, 1978). Similarly, 
shortages of nurses, GPs, specialists, and pharmacists exist, particularly in the rural and remote 
areas of Australia. Many of these positions are filled by overseas trained graduates, of which a 
significant proportion are Indian medical and nursing graduates (Humphreys, Wakerman, 
Pashen, & Buykx, 2009). Thus, this theory provides the basis upon which to examine both the 
push and pull factors of India and Australia, and to analyse two important sub-factors, such as 
the labour market and economic (or financial) factors that may influence the ITM of Indian 
physicians and nurses to Australia. 
 
3.4 Summary 
The analyses undertaken in this study reveal different theories and models of migration that 
explain the causes of international migration. Alone these theories may not give adequate 
explanation as to why international migration occurs, and which factors assist with the process. 
Most theories are generalist and inclusive of all immigrants. Understanding why physicians and 
nurses, particularly from India, migrate to Australia requires a multi-model approach because 
different factors are involved across both countries. The framework proposed in this chapter 
informs the researcher in the planning, management, and implementation of the study. The 
methods used in the study and the forthcoming results are analysed in following chapters 
(Chapters Four to Seven) using the concepts of the framework to explain the factors that 
influence the migration intentions of Indian physicians and nurses to Australia. 
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Chapter Four: Research Methodology 
 
As stated in the introductory chapter (Chapter One) the aim of this research was to investigate 
the ‗intention to migrate‘ of Indian physicians and nurses to another country and explore their 
migration preference for selected countries/regions. Its aim was also to analyse the factors that 
promote or inhibit their intention to migrate specifically to Australia. Further, the research sought 
to examine the regulatory environment of India and Australia for potential effects on the 
intentions of Indian physicians and nurses to migrate to Australia. The rationale and background 
relevant to the research questions was examined in Chapters (One to Three) including a critical 
examination of the literature relating to health professional migration and labour migration 
theories. Based on the review, a multi-model push and pull framework was identified as an 
important guide to analyse the factors that influence the intention to migrate (ITM) of Indian 
physicians and nurses, internationally, as well as specifically to Australia.  
 
This chapter explains the choice of the mixed-method approach to address the research questions 
and details the collection, analysis, integration and presentation methods applicable to each 
component of the methodology. The chapter is presented in seven sections. Section (4.1) 
illustrates the philosophical underpinning informing the research and discusses the researcher‘s 
role in the study. Section (4.2) explains the research design and different stages involved in the 
research. Section (4.3) details the sample size, power analysis, and sampling techniques in the 
recruitment of the research participants. Section (4.4) elaborates the data collection methods, 
details the research instruments and justifies their usage. Section (4.5) discusses the data analysis 
process and the research quality standards by establishing the reliability and validity of the 
instruments utilised. Section (4.6) covers the ethical considerations and the issues faced during 
the research process. The final section (4.7) summarises the chapter.  
 
4.1 Research paradigm and researcher’s role 
Prior to defining and outlining the rationale for using a mixed-method approach, it was important 
to understand and determine the paradigm position to be adopted for the research. A paradigm is 
defined as a set of beliefs and practices that tend to guide an action and summarises the beliefs of 
the researcher (Morgan, 2007). A paradigm generally covers four key elements: axiology (values 
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or ethics in research), epistemology (how we know and what we know), methodology (the 
process involved in the research), and ontology (the nature of reality) (Hanson, Clark, Petska, & 
Creswell, 2005). (Morgan, 2007) argued that a paradigm may influence the questions researchers 
pose and the method they utilise to answer them. In the current research, the researcher took a 
‗pragmatism‘ paradigm to guide the mixed-method research (Johnson & Onwuegbuzie, 2004). 
Pragmatism is oriented toward solving practical problems in the real world rather than making 
assumptions about the nature of knowledge (Feilzer, 2010). Pragmatism also sheds light on how 
a research approach can be fruitfully mixed to give a better insight into a problem (Hoshmand, 
2003). A major tenet of pragmatism is that it focuses on the ‗what‘ and ‗how‘ of the research 
problem. A pragmatist places ‗the research question‘ as a central theme and applies different 
approaches to understand the problem (Creswell, 2013; Maxcy, 2003). Also a pragmatist selects 
topics based on interest that are of social and policy importance (Hall, 2012).  
 
The ‗pragmatism philosophy‘ informed this research because the researcher‘s interest areas 
included health workforce migration and rural health. The researcher had developed these 
interests over a period of time while working and studying in India and Australia with Indian 
physicians and nurses. Moreover, the researcher contends that the current research aims to 
understand the migration intentions of Indian physicians and nurses to Australia and, thus, has 
both practical and policy implications for the retention of health professionals in India, as well as 
their attraction to Australia. The researcher‘s position in undertaking this study was further 
justified by the roles he played, as set out in the following section.  
 
Role of the researcher 
The researcher played an insider role in selecting the research topic, since it related to his own 
experience as an Indian post-graduate public health student in Australia. He also met a number of 
Indian nurses and physicians as classmates and friends while in Australia. Though the researcher 
did not have a medical or nursing background, per se, he was a part of a physician and nursing 
group who stayed, studied, and worked together in Australia. He spent about eighteen months 
with them; during that time the researcher learned and understood the professional, social, and 
personal problems they faced in India, working as nurses and physicians, and their expectations 
upon migrating to Australia. Furthermore, the researcher‘s interest in addressing the shortages of 
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health workers in rural India due to international migration, also contributed to his interest in 
undertaking this research.  
 
Prior to commencing his PhD, the researcher obtained two masters degrees, one in hospital 
management from India, and the other in public health from Australia. In total, he has eight 
years‘ experience as a researcher, teacher, and consultant in the Indian healthcare system in the 
areas of human resources for health, rural health, tele-medicine, and medical migration. The 
researcher had also worked with Indian physicians and nurses, gaining an understanding of their 
workplace problems and career development. This experience showed that many Indian 
physicians and nurses are eager to migrate internationally and to work in developed countries, 
including Australia. They considered that migration is a great opportunity to make life changes 
in terms of career development, financial stability, and improving their overall quality of life. 
Thus, the researcher‘s experience of knowing and understanding the problems of Indian 
physicians and nurses, from the perspective of both source and destination countries, encouraged 
and informed the current research.   
 
In the quantitative stage of the study, the researcher was the primary agent for the data collection, 
interpretation and analysis. The survey involved the collection of data using standardized 
procedures, and reliability and validity checks of the instruments. The data analysis was 
performed using standard statistical analysis techniques. The results were interpreted, based on 
the established values for the statistical significance of the correlation and regression analysis.  
 
In the qualitative phase, the researcher played a dual role of insider and outsider (Adler & Adler, 
1994; Breen, 2007). As an insider his past experience allowed him to gain an in-depth 
understanding of the Indian physicians‘ and nurses‘ culture, and helped him become comfortable 
interacting, naturally, with the fraternity (Bonner & Tolhurst, 2002). At the same time, the 
researcher played an outsider role because the participants did not have any past association with 
the researcher. This role helped to maintain a balance between the participants and the 
researcher, and eliminated biases. This was important because familiarity could lead to a loss of 
‗objectivity‘, particularly in terms of inadvertently making erroneous assumptions, based on the 
researcher‘s prior knowledge and/or experience (DeLyser, 2001; Hewitt-Taylor, 2002). 
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4.2 Research design 
The research employed a mixed-method approach that involved the collection, analyses, and 
mixing of quantitative and qualitative data in a single study. The approach was deemed 
appropriate because, when used in combination, qualitative and quantitative methods 
complement each other; they also provide a more comprehensive understanding of the research 
problem, and generate detailed evidence (Greene, Caracelli, & Graham, 1989; Tashakkori & 
Teddlie, 1998). Further, the mixed-method approach has the capacity to reduce the shortcomings 
of a particular method and, therefore, strengthen the study (Creswell & Clark, 2007;  Freeman, 
Baumann, Akhtar, Blythe, & Fisher, 2012). Additionally, the method answers a broader and 
more complex range of research questions, and provides stronger evidence for a conclusion 
through the convergence and corroboration of the findings (Creswell, Klassen, Plano Clark, & 
Smith, 2011). One popular mixed-method design, called the ‗sequential explanatory‘, proposed 
by Creswell and Clark (Creswell & Plano Clark, 2007), was employed in this research. The 
design was appropriate because it involved the collection and analysis of the data, in sequence 
(i.e. quantitative data in the beginning, and qualitative data thereafter), and mixing them at 
different stages of the research.  
 
The rationale for utilising a sequential explanatory design is that it provided the researcher with 
an opportunity to purposefully select participants from a larger quantitative stage and follow-up 
with them to expand certain results and explore additional results in the following qualitative 
stage. The quantitative stage, involving the survey method, provided general insights into the 
push and pull factors of international migration intentions of Indian physicians and nurses in 
respect of developed countries (e.g. Australia). In other words the survey provided insights into 
the factors that push Indian physicians and nurses to leave India, and pull them to immigrate to a 
developed country or, alternatively, discourage them from migrating to a developed country 
(e.g., Australia). The quantitative stage (i.e. the survey) also provided a base for purposefully 
selecting a few physicians and nurses for interviews in the qualitative stage. 
 
The qualitative stage expanded the push factors that influence Indian physicians and nurses to 
leave India. It explored the additional factors that facilitated their leaving India, and the pull 
factors that encouraged their remaining in India. The qualitative stage also explored the pull and 
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push factors that influenced their intention specifically towards Australia or discouraged them 
from migrating. Furthermore, the interview method allowed the exploration of the views of 
medical and nursing regulatory members, senior academics, and administrators in both countries 
on the factors that might impact on the migration intentions of Indian physicians and nurses to 
Australia. 
 
4.2.1 Stages of the research 
The research comprised five important stages. The first stage was an extensive review of the 
academic and grey literature. The available literature were critically examined in the context of 
physicians‘ and nurses‘ intentions to migrate internationally, with a special focus on India to 
Australia, and other developed countries, which are the preferred destinations of the Indian 
health professionals. The second stage involved the development of survey questionnaires, and 
interview guides, with piloting to evaluate their reliability and validity. The third stage involved 
the quantitative data collection and its analysis, undertaken in India. The fourth stage comprised 
the Indian and Australian qualitative data collection, and their analyses. The final stage involved 
the integration of the quantitative and qualitative data gathered from the Indian physicians and 
nurses (See fig. 4.1). 
 
Stage-I: Review of literature: A rigorous and replicable search technique was adopted to 
identify the relevant research articles, research reports, government documents, theses, book 
chapters, and news articles. The criteria used to identify the relevant literature included the 
following. Firstly, only literature published in English was examined. Secondly, the literature 
related specifically to physicians‘ and nurses‘ intentions to migrate internationally, with a special 
focus on India, countries of the Indian sub-continent, Australia, and other developed countries 
with similar economies. No time period was set in the search criteria because the researcher did  
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 Fig. 4.1: Visual representation of research stages in a sequential mixed-method explanatory design 
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not want to narrow the search too much and, hence, overlook some important and relevant older 
literature. For example, if a time period of no earlier than the year 2000 had been set as an 
exclusion criterion, the push and pull theory of migration, proposed by Lee in 1966, and the 
WHO funded landmark study on physicians‘ and nurses‘ migration, conducted by Mejia in 1978, 
would have been excluded.  
 
The major sources used for the literature review included online and manual searches. The online 
databases used were: PubMed, Medline, EBSCOhost (Health), ProQuest, Trove Digital Theses, 
and Google Scholar. In addition, the key websites searched were: the World Health Organisation 
(WHO), International Centre for Nurse Migration (ICNM), International Council of Nurses 
(ICN), International Organisation for Migration (IOM), Organisation for Economic Cooperation 
and Development (OECD), and the World Bank. Each website was manually searched for any 
relevant research reports. Further, the Google search engine was used to identify the grey 
literature available on the web, as well as to identify relevant websites of organisations, such as 
the medical and nursing regulatory bodies of India and Australia. Moreover, a manual search of 
the reference lists of key research articles, research reports, documents, theses, and book chapters 
was also undertaken.  
 
The search terms used to retrieve the relevant articles, reports and news items were: ‗push/pull 
factors‘, ‗migration theory‘, ‗overseas trained nurse/physician/doctor‘, ‗international 
medical/nursing graduate‘, ‗Indian nurse/doctor/physician migration‘, ‗medical/nursing 
migration‘, ‗Indian health professional migration‘, ‗health worker migration‘, and ‗labour/skilled 
migration‘. The articles that appeared in more than one database were included only once. Using 
the above process, more than 3000 literature items were retrieved, including research articles, 
research reports, government documents, news articles, and theses. However, a critical 
examination was used to confirm the relevance and significance of these items. As a result, the 
final analysis was performed on a total of 175 of the most relevant research articles, government 
documents, research reports, news articles, and theses. 
 
Stage-II: Development of questionnaires, interview guides and pilot study: The second stage 
involved the development of survey questionnaires, interview guides, and their pilot testing. For 
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this purpose, two separate survey questionnaires (one for the physicians and one for the nurse‘s) 
was developed; they were adapted from the emigration intention questionnaire developed by 
Leong and Soon (2011). The questionnaires for this study examined different factors, such as 
personal, educational, financial, social, policy, labour market, and workplace that influence the 
migration intentions of Indian physicians and nurses to a developed country, such as Australia. 
Likewise, separate interview guides were developed for the physicians, nurses in India, and the 
key informant members both in India and Australia. A detailed discussion of the questionnaires 
and interview guides are presented later in this chapter. 
 
The pilot study was undertaken over a period of four weeks (starting in late March until late 
April 2013), in one of the study hospitals in India. The purpose of the pilot study was to establish 
the internal consistency, reliability, and validity of the survey questionnaires, as well as a pre-test 
for the interview guides with physicians and nurses. The piloting was needed because of the 
modifications made to the original survey questionnaire developed by (Leong & Soon, 2011). 
Also, it was important to examine whether the instrument fitted the current study, given the 
different participants, setting, and context. Further, the pilot study guided the researcher in 
building a rapport with the participants, and to gain their confidence and trust. Moreover, the 
knowledge gained from undertaking the pilot study helped in identifying potential operational 
issues for the main research study; it also provided an opportunity to rectify any problems prior 
to the study‘s commencement. 
 
Reliability 
The first step involved in the pilot study was to measure the internal consistency and reliability 
of the Likert type scale items in the questionnaires. The reliability of a survey questionnaire or 
instrument indicates how well a group of items are associated with each other, which, in turn, is 
assumed to reflect the degree to which they are measuring a common attribute. It refers to the 
consistency with which an instrument (questionnaire) measures the concept of interest (Waltz, 
Strickland, & Lenz, 1991). In the current research, it helped the researcher to assess how well the 
various items in the questionnaires reflected the attributes, such as the ITM of Indian physicians 
and nurses to another country, as well as the push, pull, and associated factors (e.g. personal, 
social, educational, financial, workplace, labour market, and policy) that influence their ITM. 
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The internal consistency reliability of Likert type scale items is generally measured by 
calculating the Cronbach‘s alpha co-efficient; a value of at least 0.60 is usually accepted in 
health services and social sciences research (Chandra & Fisher, 2009). Hence, this criterion was 
adopted in the current research. The internal consistency reliability analysis was performed on a 
sample of 20 physicians and 25 nurses, recruited from one of the study hospitals in India. The 
alpha co-efficient of the ITM and each group of factors potentially influencing the ITM (e.g. 
personal, educational, social, financial, labour market, and policy) were separately calculated for 
the physicians and nurses (See table 4.1). 
 
Table 4.1: Test of internal consistency of Likert items in physician and nurse questionnaires 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
In the physician‘s questionnaire, the minimum and maximum alpha co-efficients were 0.620 for 
the financial factor, and 0.898 for the ITM, respectively.  In the nurse‘s instrument, the minimum 
and maximum alpha co-efficients were 0.641 for the educational factor, and 0.805 for the labour 
market factors, respectively. Since all the alpha co-efficients were more than 0.60, the above 
ITM and factors in 
the questionnaires 
Cronbach’s α         
physicians (n=20) 
Cronbach’s α  
nurses(n=25) 
No. of items 
ITM .898 .662 5 
Personal  .740 .801 2 
Educational .670 .641 5 
Workplace .651 .701 5 
Social  .710 .714 3 
Financial  .620 .759 6 
Labour market .742 .805 2 
Policy .832 .791 4 
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criteria was fulfilled (Chandra & Fisher, 2009). In the next step of the pilot study, the validity of 
the questionnaires was established using the content and face validity techniques. 
 
Validity 
The validity of an instrument is the extent to which it measures what it set out to measure. For 
example, an instrument that is supposed to measure pain should measure pain and not some 
related variable, such as anxiety or stress (Litwin, 1995).  In the pilot study, validity of the 
survey questionnaires was established utilising content and face validity. The construct validity 
was also assessed in the main survey, with a sample of 233 physicians and 287 nurses, using the 
principal axis factor analysis and the ‗varimax rotation‘ technique (Pallant, 2010). The findings 
of those factor analyses are presented (separately for the physicians and nurses) later in this 
chapter (See Section 4.5.3). 
 
Content validity focuses on the relevance and adequacy of items in the questionnaire in 
measuring the concept of interest. In this case it suggests how well the elements of push and pull 
factors influence the intention of Indian physicians and nurses to migrate are captured and 
included in the questionnaires (Harrison, 2012). Content validity may be established through a 
literature review, personal reflection, or analytical critique (Higgins & Straub, 2006). In this 
research, all three techniques were utilised. In the beginning an extensive review of the literature 
was conducted to identify the possible push and pull factors influencing the migration intention 
of Indian physicians and nurses. The review primarily resulted in the identification of personal, 
social, workplace, financial, educational, and policy factors. Thereafter, personal reflection and 
analytical critique of the supervisory team in Australia was utilised to establish the content 
validity. Three supervisors from Australia, with more than twenty years of experience in social 
policy, migration research, medicine, public health, healthcare law, and health policy, were 
involved in the process. They critically evaluated the items in the questionnaires and suggested 
necessary modifications to suit the aim and objectives of the current research. Based on their 
recommendations, changes were made and the questionnaires were pilot tested in India.  
 
In addition to content validity, face validity is also important. Face validity is the extent to which 
the study participants feel that the questionnaire measures what it is intended to measure 
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(Nunnally & Bernstein, 1994). Establishing face validity was essential as the original 
questionnaire was modified and customized to meet the objectives of the current research in a 
different setting. Therefore, two physicians and two nurses, from a hospital, recruited for the 
study in India, were asked their views on a range of attributes of the questions. This included the 
clarity of the response, whether they understood what the question meant, and the average time 
taken for answering the questionnaires. Changes were made where the respondents found the 
questions to be unclear or too difficult to understand or answer. As the average time taken to 
answer the questionnaire was reasonable (10-15 minutes), the number of items was not changed.   
 
In the next and final step of this stage, a pilot testing of the interview guides were carried out 
with two physicians and two nurses, recruited from one of the study hospitals in India. The 
rationale for the testing was to examine how easy it was to ask the questions, and if the 
participants were able to understand each question clearly, and reply to it accordingly. In the 
nurses‘ guide, three questions were reported as difficult to understand. These were re-worded, 
while retaining the same meaning, but with more simplified wording. Similarly, in the 
physicians‘ guide one question was re-worded and simplified to ensure a clearer understanding. 
 
Stage-III: Quantitative stage: The quantitative stage commenced in early May 2013 and ended 
in mid-June 2013. In this stage, the data were collected across two locations in India (Hyderabad 
and Nagpur) using surveys conducted in two hospitals, involving 233 physicians and 287 nurses. 
The purpose of the survey was three fold. First, the survey covered whether respondents had 
considered migration (i.e. intention to migrate, ITM). Second, their migration preference for 
selected countries/regions in a ranking order (first, second, and third preferences). Third, the 
extent that different factor influenced their intention to migrate to developed country, like 
Australia. In addition, from the survey sample, 10 physicians and 10 nurses, who were identified 
as having high ITM, were interested in migrating to Australia in the future, and indicated a 
willingness to participate in a follow-up interview were selected in the qualitative stage. The 
quantitative data were analysed using univariate, bivariate, and multivariate statistics (described 
later in this chapter). 
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Stage-IV: Qualitative stage: The qualitative stage began in mid-June 2013 and ended in late 
May 2014. This stage took a substantial time because delays were experienced in obtaining 
necessary appointments to conduct the interviews with all the categories of participants. In the 
beginning, interviews were conducted with selected Indian physicians and nurses identified in 
the quantitative stage. Subsequently key informant interviews were conducted with the selected 
members of the medical and nursing regulatory members, senior academics, and administrators, 
across Australia and India. The objectives of the interviews were to explore the push, pull, and 
facilitating factors that influence Indian physicians and nurses to leave, or remain in, India, as 
well as attract them specifically to Australia, or discourage them from migrating to Australia. 
The objective of the key informant interviews was to examine their perceptions related to the 
possible impact of the regulatory environment of both countries on the Indian physicians and 
nurses ITM to Australia. The qualitative data were analysed using thematic analysis (described 
later in this chapter). 
 
Stage-V: Integration stage: The purpose of the mixed-method approach was to maximize the 
strengths and minimize the weaknesses of each type of data set. The ‗merging data‘ approach 
was used to integrate the quantitative and qualitative data (Creswell, 2003).Using this approach, 
integration was performed at the interpretation stage (i.e. in the discussion and conclusion 
chapter). In this process, both the quantitative and qualitative results were compared and 
contrasted, along with the findings of the earlier studies. This integration was important because 
it helped the researcher to triangulate the two data sets, gathered through different methods (i.e. 
the survey and interviews).  
 
4.3. Research participants and sampling techniques 
Three categories of participants were recruited for this research: Indian physicians and nurses for 
the survey (in India); Indian physicians and nurses for the interviews (in India); and key 
informants across Australia and India. The sample size, power analysis, and sampling techniques 
utilised to recruit them are described in this section.  
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4.3.1 Indian physicians and nurses for the quantitative stage in India 
This group of participants included physicians and nurses recruited from two hospitals in India. 
The hospitals were purposefully selected using the maximum variation sampling technique           
( Miles & Huberman, 1994). Hospital-1, in Hyderabad (a southerly city in India) was a public 
sector, teaching and general hospital, with more than 1000 functional beds. Hospital-2, in 
Nagpur (a west-centrally located city in India) was a for-profit private, non-teaching, specialty 
hospital with more than 250 beds. The hospitals were selected because they vary with respect to 
dimensions that ensure a breadth of potential participant characteristics. These six dimension 
differences were: 
 
i. The hospitals were located in the south and west-central cities of India, whose population is 
very prone to international migration (Chacko, 2007; Khadria, 2008). 
ii. They were managed by different categories of ownership, viz., public and private. 
iii. They represented both teaching and non-teaching hospitals. 
iv. They represented both single speciality and multi-speciality (or general) hospitals. 
v. They were among the top-ranked hospitals in the country. According to (Kaushik, Jaiswal, et 
al., 2008), international migration is significant among physicians and nurses from top 
ranked hospitals and medical institutions. 
vi. The hospitals employed physicians and nurses from all the states of India. Hence, recruitment 
of participants from these hospitals was potentially representative of the whole country.  
 
Baseline information indicated that a total of 400 physicians and 780 nurses were employed in 
the two hospitals respectively.  All were approached to complete the survey questionnaire. A 
total of 233 physicians and 287 nurses completed and returned the questionnaires to the 
researcher. The effective response rate was, therefore, 58% for physicians and 37% for nurses.  
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     Fig.4.2: Survey sites in India 
 
While the initial sample size was calculated to achieve levels of precision for the overall sample, 
a post hoc power analysis was also conducted to examine the ability of the study to detect 
statistically significance differences between the physicians (N=233) and nurses (N=287) at the 
achieved sample sizes utilising GPower-3 (Faul, Erdfelder, Lang, & Buchner, 2007). The effect 
sizes considered for this analysis followed Cohen‘s definition (i.e. small (r = 0.10), medium      
(r= 0.30), and large (r= 0.50) (Cohen, 2013). The alpha level used for this analysis was p<0.05. 
The post hoc analyses revealed the statistical power for this study was 0.30 for detecting a small 
effect, whereas the power exceeded 0.96 and 0.99 for the detection of a medium and large effect 
size, respectively. Thus, the analysis indicates that there is more than adequate power at the 
medium to large effect size level. 
 
4.3.2 Indian physicians and nurses recruited for the qualitative stage in India 
The sample size in the interview method is important in qualitative research since an inadequate 
sample can undermine the credibility of the research findings (Sandelowski, 1995). The 
adequacy of the sample size depends on the aim and purpose of the research, as well as the 
sampling technique employed in the recruitment of participants (Onwuegbuzie & Leech, 2007). 
(Kuzel, 1992; Sandelowski, 1995) recommended that a sample size between 6 and 10 is adequate 
for research participants utilising a purposive homogeneous sampling technique. As this research 
used a homogenous purposive sampling technique, 10 physicians and 10 nurses were recruited 
for the interviews from the survey cohorts (Miles & Huberman, 1994). The sampling technique 
Hyderabad Nagpur 
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ensured all twenty participants possessed similar characteristics of high ITM and were interested 
in migrating to Australia. 
 
4.3.3 Key informant recruitment for the qualitative stage both in India and Australia 
The key informants recruited for this study consisted of persons from the medical and nursing 
regulatory bodies, senior academics, and administrators across Australia and India. They were 
recruited using purposive, snowball, and convenient sampling techniques (Miles & Huberman, 
1994). The choice of purposive sampling was deliberate due to the qualities of the informants. A 
purposive sampling technique does not need underlying theories or a set number of criteria 
(Tongco, 2007). There is also no rule of thumb on how many informants should make up an 
ideal purposive sample, as long as the required information is obtained (Bernard, 2011).  
 
The important aspect of conducting informant interviews lies with ‗what needs to be known‘ and 
finding people who can, and are, willing to provide information. However, some arguments 
specify that at least five (Seidler, 1974) or eight (Sherry & Marlow, 1999) interviewees are a 
sufficient number for key informant interviews for the data to be reliable. In addition, snowball 
sampling techniques were applied as the researcher asked informants to suggest another 
informant who was knowledgeable on the research issue, experienced, and who might be willing 
to participate in the research. One of the strengths of snowball sampling is that it ensures there is 
an intermediary between the potential respondent and the researcher, who can act as a verifier or 
advocate for the research (Miles & Huberman, 1994).  
 
Recruitment of key informants in India 
Given the above criteria, ten key informants were recruited in India, from diverse backgrounds 
across central and state level institutions, representing public, private, and not-for-profit 
institutions. The participant‘s backgrounds included experienced members from the field of 
medicine, nursing, health and hospital administration, population sciences and demography, 
medical and nursing education, and related registration bodies, such as medical and nursing 
councils. The first step of the recruitment process involved the development of selection criteria 
and the listing of potential key informants. The criteria included subject matter knowledge on 
health professionals‘ migration, affiliation with medical/nursing registration bodies, experience 
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of working with medical/nursing education providers, and/or experience of working in a mid or 
senior level position as a health workforce planner at the district, state, or central level. At the 
time of preparing the list of informants the researcher‘s external supervisors in India, along with 
the researcher‘s peer support group and other resource persons, mainly from India, were asked to 
individually suggest at least three appropriate informants who would best fit the need to 
understand the research problem under study. Potential informants, whose names were 
frequently mentioned, were shortlisted. Thus, 12 key informants (KIs) were shortlisted in this 
process; four agreed to be interviewed, namely: KIs-India: 1, 2, 9, and 10. Similarly, KIs-India 3, 
5, and 6 were referred by these informants, while the remaining KIs-India 4, 7 and 8 were 
directly identified from internet searches using desired selection criteria. Communication with 
the key informants in India was established through e-mail, personal visits, and a request letter 
from the supervisory team in Australia and India. 
 
Table 4.2: Details of key informants (KI) in India 
Informant code (KI)  Organisational affiliation Recruitment technique 
KI-India-1 Ministry of Health and Family Welfare, 
India 
Purposive, involving 
resource persons 
KI-India-2 A medical college in India Purposive, involving 
resource persons 
KI-India-3 Hospital and health management college in 
India 
Snowball 
KI-India-4 Directorate of a state nursing education, 
India 
Purposive 
KI-India-5 Nursing Council of India Snowball  
KI-India-6 A nursing college, India Snowball 
KI-India-7 International Institute of Population 
Sciences, Mumbai, India 
Purposive  
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Informant code (KI)  Organisational affiliation Recruitment technique 
KI-India-8 Medical Council of India Purposive 
KI-India-9 State Medical Council, India Purposive, involving 
resource persons 
KI-India-10 State Nursing Council, India Purposive, involving 
resource persons 
 
Recruitment of key informants in Australia 
In Australia, five (5) key informants were recruited following purposive and snowball sampling. 
The first step in the recruitment process included the development of selection criteria and the 
listing of potential key informants. The selection criteria were based on informants past 
professional experience, organisational affiliations, knowledge of the subject matter, and 
experience of supervising any international medical/nursing graduates, mainly Indian trained. 
Considering this criteria, a list of ten (10) potential informants was developed, of which five (5) 
agreed to be interviewed. Communication with key informants in Australia was established 
through e-mail, and a request letter from the supervisory team in Australia. Their details 
(informant code, organisational affiliation, and recruitment technique) are reported below. (See 
table 4.3) 
Table 4.3: Details of key informants (KI) in Australia 
Informant Code 
(KI)            
Organisational affiliation  Recruitment 
technique 
KI-Australia-1 Health Workforce Australia (HWA), SA Purposive 
KI-Australia-2 Rural and Remote Nursing, QLD Purposive 
KI-Australia-3 Queensland Health (QH) - Nursing        Purposive 
KI-Australia-4 Queensland Health (QH) – Medicine       Purposive 
KI-Australia-5 Australian Health Practitioners Regulation Agency          Snowball 
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The key informant, from HWA, focused on the international migration of both medical and 
nursing health professionals in Australia. The inclusion of an informant from HWA was 
important because, in the recent past, the organisation has undertaken substantial research on 
overseas trained physicians and nurses, and health workforce planning in Australia. Their insight 
and experience into this research has provided a better understanding of the future trend for 
overseas trained health professionals to Australia, from a destination country perspective.  
 
The key informant from Rural and Remote Nursing, QLD, focused on the overseas trained 
nurses, mainly from the perspective of rural and remote nursing in Australia. The research has 
documented that a sizeable proportion of overseas trained nurses who immigrate to Australia 
spent a substantial period of their career in rural areas and, therefore, face different issues 
(Konno, 2006; Wellard & Stockhausen, 2010). Hence, interviewing an expert from a rural and 
remote background, who has experienced working and supervising overseas trained nurses, was 
found to be appropriate.  
 
The two key informants from Queensland Health (QH), focused on the international migration of 
both medical and nursing health professionals in Australia. Their insight was important because 
they had experience of working with the medical board and nursing unions in Australia. 
Furthermore, these informants were experienced in the recruitment of overseas trained nursing 
and medical graduates and, in the past, were involved in health workforce planning, health 
policy, and the development of regulatory measures for international medical graduates, 
primarily from non-English speaking countries.  
 
An informant from the Australian Health Practitioners Regulation Agency (AHPRA) gave 
insights for this research from the perspective of both the physician and nursing regulatory 
environment in Australia. Their participation was important because, in 2008, AHPRA was 
established and became responsible for the implementation of the National Registration and 
Accreditation Scheme (NRAS) in Australia (AHPRA, 2011b). The registration of overseas 
trained and overseas born physicians and nurses are also under the purview of this scheme 
(AHPRA, 2014).  
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4.4 Data collection methods and instruments 
This section discusses why specific data collection methods (such as surveys and interviews) 
were chosen, and describes the use of a range of instruments. 
 
4.4.1 Survey and its questionnaires 
Quantitative research of this type generally involves surveys that use close ended questions, and 
predetermined techniques to collect numeric data (Creswell, 2003). The quantitative stage of this 
research used a survey method to collect numeric data from physicians and nurses, across two 
hospitals in India. The survey method was found appropriate in the quantitative stage because it 
enabled the collection of relevant baseline information from Indian physicians and nurses. This 
information reflected their views about the push and pull factors, namely, the potential influences 
on them to leave India, or to attract them to migrate to a developed country, like Australia. 
Second, a sizeable number of physicians and nurses were to be involved; thus, a self-
administered questionnaire was chosen as the most practical option for gathering numeric data. 
Furthermore, previous studies had established that the use of a survey is an effective way for 
numeric data collection in international migration research. According to Fawcett and Arnold 
(1987), a survey is widely used as a suitable method to investigate the causes and consequences 
of skilled migration, like that of information technology and healthcare professionals. In another 
review, it was noted that surveys are a prominent data source in the study of healthcare 
professionals and international students (Ge & Ho, 2014). Moreover, a survey is a low-cost and 
time saving method that is easily manageable and provides accuracy of results. 
 
In the current survey, separate questionnaires were used for the physicians and for the nurses. 
The questionnaire was adapted from the emigration intention questionnaire developed by Leong 
and Soon (Leong & Soon, 2011). The adapted version aimed to determine the intention to 
migrate of Indian physicians and nurses. The questionnaire established different factors (such as 
personal, educational, social, workplace, labour market, financial, and policy) in a push and pull 
framework. The framework helped identify the factors that influenced the intention to migrate to 
developed countries, like Australia. It contained items in several formats, including 5-point 
Likert type scales, multiple choice questions (asking either for one option or all), dichotomous 
questions (like yes or no), and ranking order (such as, 1
st
, 2
nd
 and 3
rd
 preferences). In total, both 
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questionnaires (i.e. of physicians and nurses) listed 46 items, each divided into eight constructs, 
excluding the demographic and profession related items. A sample of the physician and nurse 
questionnaires is attached in (Appendix I). The details of the eight constructs are given below. 
 
The first construct (the ITM construct) consisted of five items that measured the ‗intention to 
migrate‘ (ITM) of Indian physicians and nurses in a 5-point Likert type scale, with the responses 
ranging through: ‗1‘ (Extremely unlikely: EU); ‗2‘ (Unlikely: UL); ‗3‘ (Somewhat likely: SL); 
‗4‘ (Likely: L); and ‗5‘ (Extremely likely: EL). A higher score on the rating scale equated to a 
higher intention to migrate internationally.  
 
The second construct (which represented personal factors) consisted of two 5-point Likert type 
scale items that measured the influence of physicians‘ and nurses‘ personal factors on the 
intention to migrate. The responses were: ‗1‘ (Strongly Disagree: SD); ‗2‘ (Disagree: D); ‗3‘ 
(Neutral: N); ‗4‘ (Agree: A); and ‗5‘ (Strongly Agree: SA). Specifically, it measured the 
perceived ability (self-reported) of Indian physicians and nurses to pass the medical or nursing 
licensing examination/process of a developed country, like Australia, as well as pass the 
international English proficiency examination (like IELTS). A higher score on the scale 
indicated a higher propensity to pass the licensing and English testing examination. In addition, 
during the data analysis, some of the demographics (such as age, religion, marital status, etc.) 
and professional items (such as career level) were also included in this construct, representing 
the personal attributes of the physicians and nurses.  
 
The third construct (that represented educational factors) consisted of five 5-point Likert type 
scale items; they measured the influence of educational factors on physicians‘ and nurses‘ 
intention to migrate. The responses were: ‗1‘ (Strongly Disagree: SD); ‗2‘ (Disagree: D); ‗3‘ 
(Neutral: N); ‗4‘ (Agree: A); and ‗5‘ (Strongly Agree: SA). Specifically, it measured the issues 
related to specialist medicine and nursing training and research programmes in India, as well as 
the technology utilisation in medical and nursing education in India. A higher score on the scale 
indicated a higher issue with the specialist medical and nursing educational and research 
programme in India. 
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The fourth construct (that represented workplace factors) consisted of five 5-point Likert type 
scale items that measured the influence of workplace factors on physicians‘ and nurses‘ intention 
to migrate. The responses were: ‗1‘ (Strongly Disagree: SD); ‗2‘ (Disagree: D); ‗3‘ (Neutral: N); 
‗4‘ (Agree: A); and ‗5‘ (Strongly Agree: SA). Specifically, it measured workplace issues in 
India, particularly in terms of workload, autonomy at work, infrastructure, work conflict, and 
supervisory and peer support in the hospitals in which the participants worked. A higher score on 
the scale indicated higher perceived work place issues in the hospital where the physicians and 
nurses worked.  
 
The fifth construct (which represented social factors) consisted of three 5-point Likert type scale 
items and two dichotomous items. They measured the influence of social factors in respect of 
both source and destination countries, and the intention to migrate by Indian physicians and 
nurses. The responses to the Likert type scale items were: ‗1‘ (Strongly Disagree: SD); ‗2‘ 
(Disagree: D); ‗3‘ (Neutral: N); ‗4‘ (Agree: A); and ‗5‘ (Strongly Agree: SA), whereas for the 
dichotomous items the responses were either ‗yes‘ or ‗no‘. Specifically, for the source country, 
the construct measured three important aspects of social factors: the social status of physicians 
and nurses; their ability (self-reported) to adapt to new cultures; and the support they may 
receive from their family and friends to emigrate. In respect of the destination country, the 
construct measured two important aspects of social factors, namely: the career opportunities the 
spouse and children in the destination country, and the views that they may have about the 
destination country in relation to racism and discrimination. 
 
The sixth construct (that represented financial factors) consisted of six 5-point Likert type scale 
items; they measured the influence of financial factors with respect to both source and 
destination countries and the intention of Indian physicians and nurses to migrate. The responses 
were: ‗1‘ (Strongly Disagree: SD); ‗2‘ (Disagree: D); ‗3‘ (Neutral: N); ‗4‘ (Agree: A); and ‗5‘ 
(Strongly Agree: SA). Specifically, it measured the influence of the financial factors that exist 
within the source country, India, and the potential for financial success within the destination 
country, Australia. A higher score on the scale indicated higher financial problems in the source 
country, and a greater perceived potential of financial success in the developed destination 
country. 
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The seventh construct (that represented labour market factors) consisted of two 5-point Likert 
type scale items; they measured the influence of labour market factors in respect of the 
destination country on the intention to migrate of Indian physicians and nurses. The responses 
were: ‗1‘ (Strongly Disagree: SD); ‗2‘ (Disagree: D); ‗3‘ (Neutral: N); ‗4‘ (Agree: A); and ‗5‘ 
(Strongly Agree: SA). Specifically, they measured the perceived influence of the supply and 
demand for physicians and nurses in a developed destination country, namely, Australia. A 
higher score on the scale indicate a lower supply and higher demand for physicians and nurses in 
the destination country. 
 
The eighth construct (that represented policy factors) consisted of four 5-point Likert type scale 
items. It measured the influence of policy factors with respect of a destination country on the 
intention to migrate of Indian physicians and nurses. The responses were: ‗1‘ (Strongly Disagree: 
SD); ‗2‘ (Disagree: D); ‗3‘ (Neutral: N); ‗4‘ (Agree: A); and ‗5‘ (Strongly Agree: SA). 
Specifically, they measured their views in relation to the migration policies of developed 
countries. A higher score on the scale indicated a perceived flexibility in the migration policies 
of developed countries and a greater migration of Indian physicians and nurses to such countries.  
 
In addition to these eight constructs, the questionnaires also included items that were related to 
the demographic and professional characteristics of the physicians and nurses.  
 
4.4.2 Interviews and interview guides 
The quantitative data were used to provide a general perspective of the different factors 
influencing the migration intentions of Indian physicians and nurses to a developed country. The 
interviews provided more in-depth insights, specifically about ITM to Australia. Interviews are a 
widely used method to collect textual data in a qualitative research study. According to Punch 
(2013), an interview is considered an effective way to access people‘s perceptions, views, 
meanings, and definitions of the situations and the constructs. Rubin (2011) wrote that interviews 
are a guided conversation where respondents are encouraged to share experiences, tell stories, or 
elaborate on answers, rather than checking a box, or giving an answer in a few words (Rubin & 
Rubin, 2011). 
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In the current study, face-to-face interviews were conducted at the survey sites with ten 
physicians and ten nurses. The interviews were conducted in English, since all the nursing and 
medical colleges and hospitals in India follow English as the medium/language of 
communication. The interviews varied in duration between 15 and 40 minutes. The use of the 
interviews was seen as a way to triangulate the survey data and expand some of the survey 
findings, mainly in respect to the push factors that influence Indian physicians and nurses to 
leave India. The interviews also explored the push and pull factors attracting or deterring Indian 
physicians and nurses specifically in relation to Australia. Furthermore, using interviews was 
preferable to using focus groups, because it was not practical to form a group of physicians or 
nurses, especially as many were involved in emergency duty and had experienced different 
working shifts.  
 
An interview guide is generally used to encourage participants to express their views and 
experiences and obtain ‗thick‘ descriptions in relation to the line of inquiry (Legard, Keegan, & 
Ward, 2003). A semi-structured interview guide is a flexible tool that allows for the response to 
be fully probed and explored without inhibiting a free discussion (Arksey & Knight, 1999). 
Separate semi-structured interview guides were developed for the physicians and nurses, with 
each consisting of nine questions. The questions were mainly related to the factors that influence 
physicians and nurses to leave or remain in India, as well as to encourage or inhibit them to 
migrate to Australia (Appendix II). The guides were pre-tested during the pilot study, with the 
necessary changes being made prior to their use in the interviews.  
 
4.4.3 Key informant interviews and interview guides 
The key informant interviews had a very specific purpose. They generally involved identifying 
experts from community or professional bodies or systems, who were especially knowledgeable 
about a topic due to their experiences of working or living within that community or system 
(Sherry & Marlow, 1999). Experts with specialized knowledge and insights provide a systematic 
way of describing an environment that is particularly beneficial in understanding a phenomena or 
problem. In the current research a total of fifteen key informant interviews were conducted, ten 
in India and five in Australia. Two interviews were conducted using Skype in Australia and the 
other interviews were conducted face-to-face. Each interview lasted between 30 and 40 minutes. 
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The interviews were important to this research because regulations play a crucial role in the 
control, training, recruitment, and deployment of healthcare professionals in different countries. 
Specifically, the migration of Indian health professionals to practice medicine or nursing in 
Australia involved multiple aspects, one of which was obtaining registration, with the necessary 
permission from the regulatory bodies of both countries. Therefore, the informants‘ views about 
the current, and any possible, future changes in legislation or regulations were important so as to 
understand what policies may impact on their intention to migrate, as well as the demand for 
Indian health professionals in the Australian health system. 
 
The key informant interview guides were used to obtain qualitative descriptions of their 
perceptions and experiences, rather than measuring aspects of their experience (Powell, 1999). 
Thus, it was also important that the key informant guide not have structured questions since that 
approach may have inhibited free discussions (USAID, 1996). For this reason, semi-structured 
key informant interview guides were developed from the perspective of India and Australia. In 
total, four guides were developed, two for each country, for each of the medicine and nursing 
groups (Appendix III and IV). Given the semi-structured format of the guides, the discussions 
varied, and were based on the informant responses with probing questions to elicit richer insights 
into the medical and nursing regulatory position of India and Australia. Despite this deeper 
questioning, all the questions included in the guide were asked to each participant. The guides 
included questions primarily on the nature, size, regulations, and ethics of healthcare 
professional migration, the factors involved in migration, and the issues involved with migration 
of healthcare professionals to both countries.  
 
4.5 Data analysis procedures 
As the research employed a mixed method approach, it involved both quantitative and qualitative 
data analysis. The data analysis involved examining, categorizing, tabulating, testing, or 
recombining evidence to draw conclusions (Yin, 2013). The data were analysed in relation to the 
following areas: the push and pull factors associated with the source country, India; the pull and 
push factors associated with the destination country, Australia; the facilitating factors of 
international migration mainly associated with the source country; and the insights of key 
informants on the medical and nursing regulatory environment of Australia and India.  
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4.5.1 Quantitative data analysis procedures 
The quantitative data were analysed using univariate, bivariate, and multivariate statistics. The 
following three steps (list) were undertaken during this process. 
 
Step-1: Preparation of data 
a. Numbering: Each participant was given a unique identity number. For example, in the case of 
nurses, each sample was numbered as N-1, 2, etc., and for the physicians, the samples were 
numbered as P-1, 2, and so on. 
 
b. Coding: The responses of the participants were coded for each item.  For example, in the case 
of the variable ‗Gender‘, a male participant was coded as 1, a female participant was coded 2, 
and for no response or missing values NA was coded. The 5-point Likert type items consisted of 
the response options from ‗Strongly Disagree‘ to ‗Strongly Agree‘. The scales of 1 to 5 were 
then grouped and converted into 3-point scales, namely: ‗1‘ and ‗2‘ = disagree, ‗3‘ = neither 
agree nor disagree, and ‗4‘ and ‗5‘ = agree. The 1 indicated a lower score, and 3 indicated a 
higher score. As noted earlier, NA was coded for a missing value.  
 
c. Data entry, checking, and missing values: The data were manually entered into the 
Statistical Package of Social Sciences (SPSS) version 20; three data sets were prepared, one for 
the physician, one for the nurse, and one that combined the physician and nursing groups. The 
data sets were then checked for errors and missing values. However, as the missing values 
percentage for each item was small no action was taken to replace those values in the data sets.  
 
d. Collapsing: Certain variables were collapsed and re-categorized. Collapsing was primarily 
done with those variables where the observed frequency was very low for a specific response 
category. For example, collapsing was done for the variables age, monthly income, number of 
dependent children, number of organisations served in the past, career level, and years of 
experience.  
 
e. Scoring of scales: The scoring of the scale was performed on only one variable, i.e. intention 
to migrate (ITM). It consisted of five Likert type items, with each item measured as a response 
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from 1 to 5; 1 indicated Extremely Unlikely, 2-Unlikely, 3-Somewhat Likely, 4-Likely and 5-
Extremely Likely. Then the scores of the five items for each individual were added together to 
give a composite score ranging between 5 and 25. The median value 13 was used as the cutting 
point to dichotomise the variable into ‗low ITM‘ and ‗high ITM‘.  
 
Step-2: Description of responses and comparison between physicians and nurses 
Univariate and bivariate analyses: Item wise analysis was conducted by combining the 
responses of the physicians and nurses for every item. However, where a significant difference 
was noted separate results were presented for the physicians and the nurses. Frequency count and 
percentage were calculated to describe the demographic and professional characteristics of the 
physicians and the nurses as separate groups. Cross tabulation was used to calculate the Pearson 
Chi-square for any association between the dependent and independent variables. The Chi-square 
test (for the level of significance) was performed because the variables were categorical in nature 
and had at least two categories. 
 
Step-3: Multivariate analysis and modelling  
Binary logistic regression: The final step involved in the analysis of the quantitative data was a 
multivariate analysis utilising a binary logistic regression in a step-wise approach. The analyses 
estimated the odds ratios of the push and pull factors of Indian physicians and nurses in relation 
to the dependent variable ‗intention to migrate‘. The nature of the dependent variable and the 
research question (i.e. what are the factors that influence Indian physicians and nurses‘ intentions 
to migrate to developed countries, like Australia?) determined the choice of the multivariate 
analysis and modelling.  
 
The analysis was performed on the demographic, the professional, and sixteen push and pull 
variables (factors), in respect of both source and destination countries. All the variables included 
in the logistic model were categorical. The criteria for including the variables into the logistic 
model underwent two steps. Firstly, the p-value (i.e. level of significance) of all the push and pull 
variables were calculated using the Pearson Chi-square test in the bivariate analysis and variables 
having a p-value < = 0.05 were included in the logistic model. Secondly, the variance inflation 
factor (VIF) for multi-collinearity was examined. The variables with a VIF of less than four were 
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included in the model (Obrien, 2007). Since significant differences were observed in the findings 
between the physicians and the nurses groups for some variables, separate results were presented 
for the physicians and the nurses in the multivariate analysis. The statistical analysis of the 
quantitative results was conducted using the Statistical Package for Social Sciences (SPSS) 
version 20.  
 
4.5.2 Qualitative data analysis procedures 
The current study applied a deductive process and thematic analyses the physicians‘, nurses‘, and 
key informants‘ interviews. The thematic analysis was useful in identifying, analysing, and 
reporting the themes from qualitative data (Braun & Clarke, 2006).  Fig.4.3 summarises the four 
steps of the thematic analysis and how they translated into the analyses of the qualitative data 
(Braun & Clarke, 2006).  
 
Four steps were undertaken in analysing the interviews, namely: 
i.) Familiarization with the data: Familiarization with the data was the first step involved 
analysing the qualitative data. It included transcribing, reading, and re-reading the 
interviews. The researcher transcribed one interview, for each of the physicians, nurses, and 
key informants, immediately after its completion to ensure that the memory was fresh in 
terms of the interview contents and to assist in making sense of the interviews. Moreover, it 
also gave the researcher enough opportunity to engage in self-reflection on the interview 
results; it also gave time to think about what strategies would most effectively elicit answers 
for the next interviews. The remaining interviews were transcribed by a professional 
transcriber. 
 
ii.) Generating codes: Coding was done using Nvivo-10. The data were coded for multiple 
sentences. This process identified 50 codes for physicians, 58 for nurses, 18 for Indian key 
informants and 22 for Australian key informants.  
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Fig 4.3: Steps involved in the qualitative data analysis 
 
iii.) Searching and defining themes: In this step codes were analysed for themes. From the 
interviews of physicians and nurses, thirty-nine (39) themes were generated under the broad 
heading of push-India, pull-India, push-Australia, pull-Australia, and the facilitating factors of 
migration. The theme ‗Push-India‘ indicated ‗the leaving motive‘ of a physician or nurse from 
the source country. Similarly, the ‗pull-India‘ denoted the ‗stay‘ motive of a nurse or physician 
within the source country. In contrast, ‗pull Australia‘ represented ‗attraction‘ factors, while 
‗push Australia‘ denoted ‗deterrence‘ factors that prevailed within the destination country. The 
facilitator of migration represented the supportive factors that facilitate the migration intentions 
of physicians and nurses from India. Similarly, from the key informant interviews, six themes 
emerged that revealed the possible impact of the regulatory environment of both countries on the 
migration intention and the demand for Indian physicians and nurses to Australia. 
 
Transcribing, reading, and re-reading 
Nvivo -10 assisted coding; resulted in 50 codes for the physicians‘ group, 58 for the nurses‘ 
group; 18 for the key informants (India), and 22 for the key informants (Australia). 
 
 Identified a total of (39) themes for physicians and nurses under the broad headings:  
- Push India (19);    - Push Australia (5); 
- Pull India (3);    - Pull-Australia (9); 
- Facilitating factors (3)  
   Identified a total of six themes for the key informant interviews; three each for India and 
Australia. 
 
i.) Familiarization with the data  
ii.) Generating codes: Coding interesting features of the data systematically across the data 
set. 
iii.) Searching and defining themes: The codes were analysed for themes. 
iv.) Interpretation of themes:  Comprehensive descriptions and analysis of the themes as 
related to the research question and literature. 
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iv) Interpretation of themes: The interpretation of the themes was the final step involved in the 
analysis of the interview data, and the writing up the findings. The themes identified in the 
previous step were analysed and interpreted in this step by relating them to the research 
questions and the literature.  
 
4.5.3 Research quality standards 
The quality standards were measured for both the quantitative and qualitative methods. 
Quantitative research assessed the quality of a research as judged by the criteria of reliability, 
validity, etc. (Denscombe, 2014). In the current research the quality of the quantitative methods 
and tools used in the survey were examined for reliability and validity, while in the pilot study 
the criteria of content and face validity were established for the questionnaires (as used in the 
survey). Additionally, to assess the factor structure of the physicians‘ and nurses‘ questionnaires 
construct validity was also performed on the results from the 233 physicians and 287 nurses. A 
principal axis factor analysis, utilizing the ‗varimax rotation‘ technique, was conducted 
separately for 32 Likert type scale items, for the physicians‘ and nurses‘ questionnaires. As 
conceived, eight constructs were anticipated in the result, namely: ITM, and seven potentially 
explanatory factors (personal, educational, workplace, social, financial, labour market, and 
policy).  
 
The output of the factor analysis detailing the percentage variance of each factor, the factor 
loading of each item, and the Kaiser-Mayer-Olkin (KMO) measure of sampling adequacy, both 
for the physicians and the nurses, are given in (Appendix V). The criteria used to retain an item 
was set at a factor loading of at least 0.30, a conventionally accepted minimum value to ensure 
meaningful loading for each item (Fraser, Aldridge, & Adolphe, 2010). On examination, the 
percentage variance of each factor and the factor loading of each item resulted in acceptable 
values and structure for both the physicians‘ and nurses‘ samples. Thus, the analysis justified the 
overall factor loading, and confirmed as acceptable for the internal structure of the items in the 
questionnaires.  
 
In the qualitative research, the researcher sought a level of trustworthiness, which generally 
involved credibility; conformability; consistency; and applicability (Lincoln & Guba, 
116 
 
1985).Within these were specific methodological strategies for demonstrating the qualitative 
rigour, such as an audit trail, triangulations, member checks when coding, confirming results 
with participants, peer debriefing, negative case analysis, structural corroboration, and referential 
material adequacy (Creswell & Miller, 2000; Long & Johnson, 2000). The researcher employed 
the peer-debriefing strategy to determine the trustworthiness of the current research. Robson 
(2002) describes peer debriefing as ―exploring one‘s analysis and conclusions to a colleague or 
other peers on a continuous basis‖. Holloway and Wheeler (2013) noted that supervisors have a 
key role with research students to ensure rigour in their studies (Holloway & Wheeler, 2013). At 
every step of the research process the researcher‘s supervisors, faculty members, and 
knowledgeable colleagues were consulted. The methodology and the findings were shared with 
them. The findings were also disseminated in international level conferences, which acted as a 
recognised means of receiving peer feedback and critiques. A review of the methodology and 
findings with other PhD students was also conducted to stimulate consideration and exploration 
of any additional perspectives, and to increase explanations at various stages of the research 
process.  
 
4.6 Ethics, informed consent, and issues faced in the research process 
For the current research, appropriate institutional ethics approval, approval from the participating 
hospitals in India, and the informed consent for each physicians, nurses, and key informants were 
obtained, while anonymity was maintained at all times.  
 
Ethics approval from QUT: Ethical clearance to undertake this research was granted by QUT‘s 
Research Ethics Committee during December 2012 (Appendix VI). The ethics approval number 
is 1200000582. 
 
Permission from the participating hospitals in India: The necessary approval to recruit 
physicians and nurses was obtained from two hospitals in India (Appendix VII). The hospitals 
authorities agreed to accept the ethical clearance of QUT so no further ethics approval was 
obtained from the participating hospitals in India.  
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Anonymity and informed consent from physicians, nurses, and key informant members: The 
personal information of the physicians, nurses, and key informants was protected in the 
following manner.  Anonymity was achieved using pseudonyms for the physicians (P-1, etc.), 
nurses (N-1, etc.), and key informants (KI-India-1, etc., and KI-Australia-1, etc.) ensuring the 
confidentiality of information from the research participants. Moreover, the consent process for 
all participants, including key informant, made them aware of how information would be used 
and reported in this study. They were also informed about how to address any dissatisfaction 
with the ethical conduct of the research. 
 
Issues faced in the research 
Four issues that inhibited the smooth collection of data were faced during the data gathering 
process, namely: 
1. Some of the interviews with the nurses and physicians in India were conducted while they 
were on hospital duty so there were distractions and disturbances as it was not practical to 
conduct the interviews in a dedicated room. In some cases the interviews with the physicians 
and nurses were conducted at the nursing stations, in the wards, or in the doctor‘s duty room 
in the emergency department. 
2. Interviewing the female nurses, in particular, was difficult as they were reluctant to provide 
in-depth information, possibly because the interviewee tried to maintain a social distance 
from the researcher as there were differences in terms of gender, age, and profession. 
3. The data collection process was lengthy as the study involved substantial amounts of time in 
conducting the surveys, and interviews, as well as identifying and interviewing key 
informants in India and Australia.  
4. The researcher also faced difficulties in accessing the key informants in both the countries, 
with long waiting times involved in seeking approval and appointment times for their 
participation in the interviews.  
 
4.7 Summary 
This chapter described the methods and tools used in the research, and the conceptual basis for 
their choice, based on the relevant literature and theoretical perspectives. Since the research was 
guided by pragmatist view, both the use of quantitative and qualitative methods was deemed 
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appropriate. Following the choice of the participant model, a mixed-method sequential 
explanatory design was selected. This method was chosen because, firstly, the larger quantitative 
component purposefully selected a group of physicians and nurses who were later followed-up 
for interviews in the qualitative stage. Secondly, the use of the mixed method provided a 
diversity of views, and triangulated the survey results.  
 
The chapter discussed the five stages of the research plan and outlined the time-line involved in 
each stage. It also described the study locations, sample size, and its power and sampling 
techniques. Further, it also presented a justification for the use of purposive, convenient, and 
snowball sampling techniques in the selection of study participants for the qualitative component 
of the research. A discussion of the data collection methods was given, as well as an overview of 
the tools and interview guides used in each of the methods.  A discussion was also presented on 
how the data were analysed and integrated at different points of the research. This section 
illustrated three steps in the analysis of the quantitative data using univariate, bivariate, and 
multivariate analysis, along with the four steps used in the thematic analysis of the qualitative 
data. The chapter illustrated the quality standards utilised in both the quantitative and qualitative 
components of the research. These standards included internal reliability, content validity, face 
validity, and construct validity for the quantitative component, and trustworthiness for the 
qualitative component of the research, which used a peer-debriefing strategy. Finally, the chapter 
described the ethical considerations involved in the research, as well as the limitations and the 
problems faced while undertaking the research.  
 
 
 
 
 
 
 
 
 
119 
 
Chapter Five: Quantitative Results 
 
The earlier chapters provide a background to the research and establish the aim, objectives and 
research questions. It also elaborates the conceptual framework and methodology. This chapter 
presents the quantitative results of the study. Specifically, the purpose of this chapter is to 
examine the ‗intention to migrate‘ (ITM) to another country of Indian physicians and nurses and 
explore their migration preferences for selected countries/regions. Its purpose is also to apply the 
concepts of the framework (Chapter Three) to the survey data and analyses the push and pull 
factors that drives physicians and nurses to leave India, as well as attract them to immigrate to 
developed destination countries, like Australia or discourage them to migrate there. The push and 
pull factors in respect of both source and destination countries are further influenced by a set of 
personal, education, workplace, financial, social, and policy factors, relevant to international 
migration of health professionals.  
 
There are seven sections in this chapter. The first section (5.1) details the demographic and 
profession related information of the physicians and nurses (also called participants) recruited for 
the survey in India. The second section (5.2) examines the ITM of the participants to another 
country and determines their migration preferences for selected countries/regions. The third 
section (5.3) highlights the bivariate analyses of the survey data, driving physicians and nurses to 
emigrate India. Similarly, the fourth (5.4) and fifth sections (5.5) also examine the bivariate 
analyses of the survey data for the pull and push factors in respect of destination countries, like 
Australia. The analyses discuss the factors that either attracts Indian health professionals to 
immigrate to developed countries, like Australia or deter them from migrating there. The sixth 
section (5.6) presents the multivariate analyses of the survey data. The multivariate analyses 
calculated the odds ratios of the push and pull factors of the health professionals‘ intention to 
migrate internationally with a special focus on developed countries, like Australia. And the final 
section (5.7) summarizes the chapter. 
 
5.1 Demographic and profession related information of survey participants 
The demographic and profession related information of Indian physicians and nurses participants 
recruited for the survey are given in tables 5.1 and 5.2. They were compared on the following 
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items: gender; age; religion; marital status; number of children; birth location; monthly salary; 
training level; career level; and number of hospitals served in the past. 
 
Table 5.1: Demographic information of Indian physicians and nurses recruited for the survey 
Variables Physicians Nurses 
 Frequency % Frequency % 
Gender  
(n=233) 
  Gender  
(n=233) 
 
Male 152 65 50 17 
Female 81 35 237 83 
Age (in years) 
(n=232) 
  Age (in years) 
(n=284) 
 
20-25 62 27 163 57 
26-30 95 41 73 26 
31 & above 75 32 48 17 
Religion 
(n=233) 
  Religion 
(n=286) 
 
Hindus 158 68 153 53.5 
Muslims 41 17 30 10.5 
Christians 34 15 103 36 
Marital status 
(n=224) 
  Marital status 
(n=269) 
 
Single  145 65 171 64 
Married 79 35 98 36 
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Gender: All the participants reported their gender on the survey (physicians=233 and 
nurses=287). Overall there were more female participants than male (61% versus 39 %). Female 
participants dominated the nursing group (83 %) and males dominated the physicians group      
(65 %).  
 
Age: The survey participants were grouped into three age categories; (1) 20-25, (2) 26-30 and (3) 
31 and above. The most frequent age group for physicians was 26-30 years (41%) followed by 
31 and above (32%) while for nurses it was 20-25 years (57 %) followed by 26-30 years (26 %). 
For physicians the age category 20-25 years was least represented (27 %) and for nurses 31 years 
and above (17 %) was the least represented category. 
 
Religion: All but one nurse participant reported their religion on the survey (physicians=233 and 
nurses=286). The largest proportion of the physicians (68%) and nurses (53.5 %) were Hindus. 
In the nurses group 36 % of the participants were Christians whereas in the physician group the 
Christians comprised only 15 %. However, in both the groups Muslims were a minority 
representing 17 % in the physician‘s group and 10.5 % in the nurse‘s group.  
 
Physicians   Nurses  
 Frequency % Frequency % 
No‘s of dependent children 
to married physicians 
(n=79)  
  No‘s of dependent 
children to married 
nurses (n=98) 
 
None 27 34 37 38 
1-2 45 57 59 60 
3 or more 7 9 2 2 
Birth location 
(n=231) 
  Birth location 
(n=286) 
 
Rural  75 33 104 36 
Urban 116 50 133 47 
Semi-urban 40 17 49 17 
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Marital status and dependent children to married physicians and nurses: Except for nine 
physicians and eighteen nurses (physicians=224 and nurses=269) most reported their marital 
status and the number of their dependent children. A majority of all participants (physicians - 
65%) and nurses - 64%) were single and the proportion of single to married was almost similar 
in both the groups. Of the 79 married physicians and 98 married nurses, about  57 % of the 
physicians and 60 % of the nurses had 1-2 dependent children and only a small minority (9% 
physicians and 2% of nurses) had 3 or more dependent children.  
 
Birth location: The reported birth places of the participants were categorised as rural, urban and 
semi-urban locations. All but two physicians and one nurse reported their birth location 
(physicians=231 and nurses=286). It was notable that in both groups about half of the 
participants had an urban birthplace and about one-third had rural birth place. The majority of 
physicians and nurses reported an urban birth location (50% and 47% respectively) while 33% of 
the physicians and 36% of the nurses reported a rural birth location.  
 
Monthly income: About 97% of the total participants reported their monthly income 
(physicians=223 and nurses=282). Their incomes were categorised into two levels which 
differed depending on profession. For physicians it was: (1) less than 1000 USD and (2) more 
than 1000 USD whereas for nurses it was: (1) less than 500 USD and (2) more than USD 500, 
because none of the nurses included in the survey earned more than 1000 USD. A significant 
proportion of the physicians (78 %) and nurses (84%) earned less than USD 1000 and USD 500 
per month respectively. The proportion of physicians who earned more than USD 1000 per 
month accounted for only 22% and for the nurses 16% earned more than 500 USD per month.   
 
Training level: All the survey participants reported their level of training (physicians=233 and 
nurses=287). The training level of physicians were categorised into General Practitioners (GPs) 
and Specialists while for nurses there were three groups namely; Diploma in Nursing, Bachelor 
of Nursing and Master of Nursing. Diploma and Bachelor of Nursing are general nursing and 
midwifery programmes whereas Master‘s of Nursing is a specialist programme.  
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Table 5.2: Profession related information of Indian physicians and nurses recruited for the survey 
 
Most of the physicians (74%) were GPs, having a minimum of MBBS qualification from a 
recognized medical college of India (noting this is not the same as the specialist qualification in 
general practice as usually required in Australia). Of the rest, 26% of the physicians were 
specialists possessed a post-graduate diploma, Diplomate of National Board (DNB), M.D or M.S 
                               Physicians 
                               
Nurses 
                         
Variables                               Frequency % Variables Frequency % 
Monthly income 
(n=228) 
  Monthly income 
(282) 
  
Less than 1000 USD 174 78 Less than  500 USD 238 84 
More than 1000 USD 49 22 More than 500 USD 44 16 
 
Training level 
(n=233) 
  Training level 
(n=287) 
  
General Practitioner 173 74  Diploma in Nursing 19 6.6 
Specialist 60 26 B.Sc. in Nursing 229 80 
   M.Sc. in Nursing 39 13.4 
 
Career level 
(n=224) 
  Career level 
(n=274) 
  
Mid or Senior level 83 37 Mid or Senior level 34 12.4 
Entry or Early level 141 63 Entry or Early level 240 87.6 
 
Avg. no‘s of hospitals 
served  
(n=196) 
  Avg. no‘s of 
hospitals served  
(n=287) 
 
  
 
Three or less  136 60 Three or less  204 71 
More than three 90 40 More than three 83 29 
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qualifications. None of the physicians had a super-specialist qualification. For nurses, the 
majority (80%) had a Bachelor of Nursing, 13.6 % had a master‘s degree in nursing and 6.6 % 
had a diploma in nursing and midwifery   
 
Career level: Nearly all but nine physicians and thirteen nurses reported their career level 
(physicians=224 and nurses=274). Most of the physicians (63%) and a majority of the nurses 
(87.6%) included in the survey were in the early or entry stage of their medical or nursing career. 
A small proportion (12.4%) of the nurses was either working at the mid or senior level in their 
respective hospitals, however for physicians it is moderately higher (37%) compared to the 
nurses group.  
 
Number of hospitals served in the past: Reporting for the number of hospitals served in the past 
was the least completed item by the participants in the professional characteristics 
(physicians=226 and nurses=287). This item was categorised into ‗less than three‘ hospitals 
served in the past to ‗more than three‘ hospitals served. For most of the nurses (71%) it was 
either their first or second job whereas for more than half (60%) of the physicians it was their 
first or second job. However, for physicians about 40% had served in more than three hospitals 
compared to 29% of the nurses.  
 
In summary, the nurses‘ sample was younger than the physicians, but with similar proportions 
married and with children. However, monthly income was higher for physicians than nurses. ,  
 
5.2 The intention to migrate (ITM) and migration preference  
In this section two important findings are presented. Firstly, the intention to migrate to another 
country of Indian physicians and nurses, secondly their preferences for migrating to selected 
countries/regions such as: Australia, New Zealand, Canada, the U.S, U.K, Singapore, and the 
Middle East region.  
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5.2.1 Intention to Migrate (ITM) 
The ITM of Indian physicians and nurses to another country was examined on a 5-point Likert 
type scale consisting of five items. The scale ranging from 1 to 5 indicates that a higher response 
represents a high ITM and a lower response represents a low ITM. Responses were ‗1‘ 
(Extremely unlikely; EU); ‗2‘ (Unlikely-UL); ‗3‘ (Somewhat likely; SL); ‗4‘ (Likely; L); and ‗5‘ 
(Extremely likely; EL). An item wise analysis of this variable (ITM) for the physician and nurses 
groups was conducted. On examination, a similar proportion of physician (29.3%) and nurses 
(29.8%) were somewhat likely to pursue a higher education programme in medicine and nursing 
in a foreign country. Only a small proportion of physicians (5.6%) and nurses (9.7%) reportedly 
being extremely likely to take up higher education in another country. In contrast, an equal 
proportion of physicians (26.3%) and nurses (26.5%) were unlikely and a moderate proportion of 
physicians (31.9%) and nurses (21.6%) were extremely unlikely to take up higher education in 
another country (See table 5.3). 
 
The intention of the physicians and nurses to practice medicine or nursing in another country was 
explored. About one-third of the physicians (34.5%) and nurses (30.4%) were somewhat likely to 
practice medicine or nursing in a foreign country, whereas only a small proportion of the 
physician (7.3%) and nurse (9.5%) were extremely likely to practice overseas. In contrast, about 
15.5 % of physicians and 8.1% of nurse were extremely unlikely to practice overseas                 
(See table 5.3). 
 
Over a third (36.2%) of physicians and less than half of nurses (41.3%) were somewhat likely to 
search for a job overseas, whereas only a small proportion of physicians (7.5%) and nurses 
(9.5%) were extremely likely to look for an overseas job. In contrast, about 13.4% of the 
physicians and 10.7% of the nurses were extremely unlikely to look for an overseas job (See 
table 5.3). 
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Table 5.3: Item-wise analysis of Indian physicians and nurses response for ITM 
Items for ITM  EU UL SL L EL 
 
How likely that you will 
pursue a higher education 
in medicine or nursing 
from overseas? 
Physicians  
(n=232) 
31.9% 
(74) 
26.3% 
(61) 
29.3% 
(68) 
6.9% 
(16) 
5.6% 
(13) 
Nurses 
(n=281) 
21.6% 
(37) 
26.5% 
(75) 
29.8% 
(85) 
12.3% 
(47) 
9.7% 
(37) 
Total 
(n=513) 
21.6 % 
(111) 
26.5% 
(136) 
29.8% 
(153) 
12.3% 
(63) 
9.7% 
(50) 
How likely that you will 
undertake a short-term 
training in medicine or a 
bridging course in nursing 
from overseas?  
Physicians  
(n=232) 
20.7% 
(48) 
33.2% 
(77) 
29.3% 
(68) 
13.4% 
(31) 
3.4% 
(8) 
Nurses 
(n=283) 
14.8% 
(42) 
23.3% 
(66) 
39.6% 
(112) 
17.3% 
(49) 
4.9% 
(14) 
Total 
(n=515) 
17.5% 
(90) 
27.8% 
(143) 
35% 
(180) 
15.5% 
(80) 
4.3% 
(22) 
 
How likely that you will 
practice medicine or 
nursing in a foreign 
country? 
 
 
 
 
 
Physicians  
(n=232) 
 
15.5% 
(36) 
 
24.6% 
(57) 
 
34.5% 
(80) 
 
18.1% 
(42) 
 
7.3% 
(17) 
Nurses 
(n=283) 
8.1 % 
(23) 
27.2% 
(77) 
30.4% 
(86) 
24.% 
(70) 
9.5% 
(27) 
Total 
(n=515) 
11.5%  
(59) 
26.0% 
(134) 
32.2% 
(166) 
21.7% 
(112) 
8.5% 
(44) 
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Items for ITM 
 
EU 
 
UL 
 
SL 
 
L 
 
EL   
How likely that you will 
search for an overseas job  
in medicine or nursing? 
 
Physicians  
(n=232) 
13.4%  
(31)  
30.2% 
(70) 
36.2% 
(84) 
15.1% 
(35) 
5.2% 
(12) 
Nurses 
(n=281) 
10.7% 
(30) 
20.3% 
(57) 
41.3% 
(116) 
18.1% 
(51) 
9.6% 
(27) 
  
Total 
(n=513) 
 
11.9% 
(61) 
 
24.8% 
(127) 
 
39% 
(200) 
 
16.8% 
(86) 
 
7.6%   
(39) 
 
How likely that you will 
take up the medical or 
nursing licensing 
examination of another 
country? 
Physicians 
(n=231) 
 
26.0% 
(60) 
36.4% 
(84) 
 
26.4% 
(61) 
8.7% 
(20) 
2.6% 
(6) 
Nurses 
(n=283) 
12.0% 
(34) 
39.6% 
(112) 
29.3% 
(83) 
12.0%     
(34) 
7.1% 
(20)  
 
Total 
(n=514) 
 
18.3%  
(94) 
 
38.1% 
(196) 
 
28.0% 
(144) 
 
10.5%       
(54) 
 
5.1%   (26) 
*EU- Extremely unlikely, UL-Unlikely, SL-Somewhat likely, L-Likely, EL-Extremely likely 
 
 
The likelihood of the physicians and nurses to appear for the licensing examinations of another 
country was explored. It was found that more than a quarter of physician (26.4%) and nurse 
(29.3%) were somewhat likely to appear for a licensing examination of another country. 
However, only a small proportion of physicians and nurses were both likely (8.7% physicians 
and 12% nurses) or extremely likely (2.6% physicians and 7.1% nurses) to take up the licensing 
examination of another country. In contrast, physicians were much more likely than nurses to 
report being extremely unlikely to take up the licensing examination of another country (26% 
compared with 12% respectively).  
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Subsequently, to determine the overall intention to migrate (ITM) to another country of the 
Indian physicians and nurses, all the above items (five items) were combined additively into a 
composite score ranging between 5 and 25. The median value 13 (both for physicians and 
nurses) was used as the cut point to dichotomize the variable into ‗low ITM‘ and ‗high ITM‘. 
About 41% of the physicians reported a high ITM. In contrast, more than half of the nurses 
(52.3%) reported a high ITM, and this difference in their responses was statistically significant 
(χ2 (1) = 6.59, p=0.010) (See table 5.4). 
 
Table 5.4: Intention to migrate (ITM) to another country of Indian physicians and nurses  
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
The findings of this study of intention to migrate (ITM) to another country corroborate previous 
studies with regard to the greater proportion of Indian nurses willing to migrate overseas 
compared to physicians. However, in this study the proportion of physicians indicating an 
intention to migrate (41%) to another country was lower than that reported in other studies. 
Studies for the physicians group included; (Kaushik,  Jaiswal, et al., 2008) reporting 51 %;  
(Khadria, 2004) reporting 56 %;  and (Rao, et al., 2006) reporting 59 % respectively (See fig. 
5.1).  
 
 
 
Participants Low ITM High ITM χ2 p 
 
Physicians 
(n=232) 
59 % 
(137) 
41 % 
(95) 
6.59 0.010 
 
 
Nurse 
(n=283) 
 
48 % 
(135) 
 
52 % 
(148) 
 
Total  
(n=515) 
 
53 % 
(272) 
 
47 % 
(243) 
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Fig.5.1: Proportion of Indian physicians with high ITM in this and other published studies 
 
Likewise, previous studies suggested that the proportion of Indian nurses who intended to 
migrate overseas varies between 20% and 75% compared to about 52% as observed in this study. 
The studies compared with this research for the nurses group included: (Hawkes, et al., 2009) 
reporting  20 % ;(Sharma & Kamra, 2009) reporting 45%, ; (Thomas, 2006) reporting 63% ; 
(Walton-Roberts, 2010) reporting 68% ; and (Khadria, 2004) reporting 75% respectively (See 
fig. 5.2). 
 
 
 
 
 
 
 
 
 
 
Fig. 5.2: Proportion of Indian nurses with high ITM in this and other published studies 
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Possible explanations contributing to the difference in the proportion of physician and nurses‘ 
intending to migrate overseas across different studies included, chance, timing, and changing 
global situation, such as recession and the locations and settings where the study was conducted 
in India. For example, Khadria‘s, Thomas‘s, Walton-Roberts, and Rao, et.al., surveys were 
conducted in New Delhi, Bangalore and Kerala, in some of the most prestigious medical and 
nursing institutions where the emigration rate of the passing graduates are generally high 
compared to other cities like Hyderabad and Nagpur where the study was conducted (Kaushik,  
Roy,Bang, & Mahal, 2008; Khadria, 2004; Walton-Roberts, 2010). 
 
It is important to note that the shortage of physicians and nurses is global problem in both 
developing and developed countries. The World Health Organization (WHO) has estimated that 
there is a shortage of 2.3 million physicians, nurses, and midwives globally, which is expected to 
continue in many developing countries, including India (Scheffler, Liu, Kinfu, & Dal Poz, 2008). 
In India, the shortfall of doctors and nurses are forecasted to continue mainly in rural areas                           
(Sinha, 2008, 2012a). The findings of this research suggest that this shortfall is set to continue 
with over a half (52%) of the registered nurses and over 40% (41%) of the physicians reporting 
signs of high intention to migrate to another country. These findings are similar to other Indian 
studies of physicians and nurses which showed the proportion considering emigration ranged 
from 51%–59% for physicians and 20% - 75% for nurses (Kaushik, Jaiswal, et al., 2008; 
Khadria, 2004; Rao, et al., 2006; Thomas, 2006; Walton-Roberts, 2010). This potentially 
represents a significant loss to the Indian healthcare system, particularly in terms of the costs 
involved in training physicians and nurses, as well as the cost of recruiting replacements, and 
additional workload, if replacements are not found.  
 
5.2.2 Migration preference of Indian physicians and nurses   
Both physicians and nurses were asked to rank their top four preferred locations of migration 
from a list of seven countries/regions. Seven countries/regions were (Australia, Canada, the U.K, 
the U.S, Singapore, New Zealand and the Middle East region). For physicians, Canada (160), 
Australia (159), the U.S (156), the U.K (148), and Middle East region (127) were the locations 
most likely to be listed in the top four preferred migration destinations (See Table 5.5). Whereas, 
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for nurses, Middle East (234), Canada (195), the U.S (177), and Australia (168) were the 
locations most likely to be listed in the top four preferred migration destinations (See Table 5.6). 
                                         
Table 5.5 Migration preferences of physicians to selected countries and region 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
   N 
1
st
 
Preference 
2
nd
  
Preference 
3
rd
  
Preference 
4
th
  
Preference 
Canada 160 30% 
(71) 
 
16% 
(37) 
13% 
(31) 
9% 
(21) 
Australia 159 23% 
(53) 
 
15% 
(36) 
16% 
(37) 
14% 
(33) 
U.S 156 18% 
(41) 
 
17% 
(40) 
17% 
(39) 
15% 
(36) 
U.K 148 13% 
(30) 
18% 
(43) 
17% 
(39) 
15% 
(36) 
 
Middle 
East 
 
127 
 
9% 
(22) 
 
8% 
(18) 
 
19% 
(45) 
 
18% 
(42) 
 
New 
Zealand 
 
72 
 
3% 
(8) 
 
5% 
(12) 
 
8% 
(18) 
 
15% 
(34) 
 
Singapore 
 
40 
 
3% 
(8) 
 
6% 
(13) 
 
5% 
(11) 
 
3% 
(8) 
 
   Total 233 
 
199 
 
220 
 
210 
 
132 
 
Table 5.6: Migration preferences of Nurses to selected countries/region 
 
 
 
 
 
 
 
 
 
 
 
 
           
   
 
 
In addition, for physicians, the country most frequently rated as first preference was Canada (by 
30% of physicians), followed by Australia (23%), the U.S (18%), the U.K (13%) and the Middle 
East region (9%). Likewise for nurses, the country/region most frequently rated as first 
preference was Middle East (33%) followed by Canada (25%), the U.S (18%), Australia (9%) 
and the U.K (7%) (See Table 5.5 & 5.6) 
 
The findings for migration preferences of Indian physicians for countries vary substantially from 
previous studies with respect to the most preferred destination for migration. A study conducted 
by Khadria (Khadria, 2004) in New Delhi, reported that the U.S. was Indian physician‘s most 
favourite destination followed by the U.K, Australia, Canada, Kuwait, New Zealand and 
Germany.  Another study by Rao (Rao, et al., 2006) also reported U.K. and U.S. as the most 
  n 
1st 
Preference 
2nd 
Preference 
3rd 
Preference 
4th 
Preference 
Middle 
East 
234 33% 
(95) 
21% 
(61) 
17% 
(50) 
10% 
(28) 
 
Canada 195 25% 
(73) 
17% 
(50) 
18% 
(51) 
7% 
(21) 
 
U.S 177 18% 
(52) 
20% 
(58) 
11% 
(31) 
13% 
(36) 
 
Australia 168 9% 
(25) 
13% 
(36) 
16% 
(45) 
22% 
(62) 
 
U.K 141 7% 
(21) 
14% 
(41) 
12% 
(34) 
16% 
(45) 
 
Singapore 113 3% 
(8) 
5% 
(15) 
15% 
(43) 
16% 
(47) 
 
New 
Zealand 
111 5% 
(13) 
7% 
(21) 
11% 
(32) 
16% 
(45) 
Total   287 
 
282 
 
286 
 
284 
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preferred destinations for Indian physicians, followed by Canada, Australia, New Zealand and 
the Middle East (descending order).  
 
This research is consistent with previous studies of the most preferred migration destinations of 
Indian nurses which are the Middle East and Canada. A survey conducted in the southerly state 
of Kerala, India (Walton-Roberts, 2010) showed that the United Arab Emirates (UAE) and the 
Gulf region were the most preferred migration destinations for Indian nurses compared to the 
U.S, the U.K, Australia, Ireland, and Switzerland. Walton-Robert‘s study did not include Canada 
in the options list. However, another study conducted in the northerly state of India, Punjab 
found that a majority (67%) of the nurses from private hospitals were willing to emigrate. In this 
study, Canada dominated the most preferred list followed by the U.S, U.K and Australia                         
( Sharma & Kamra, 2009).   
 
A degree of inconsistency in desired migration destination for physicians is not surprising as 
there has been an array of policy changes especially in the U.K. and the U.S that has influenced 
the recruitment of physicians and nurses from developing countries, like India. For example, 
during the period between 2004 and 2010, medical registration from India to the U.K. fell from a 
peak of 3600 to 600 in 2010 following changes in the U.K‘s immigration law between 2005 and 
2010 (Blacklock, Heneghan, Mant, & Ward, 2012). Simultaneously, countries like Canada, 
Australia, New Zealand, and Singapore emerged in the migration list of Indian physicians and 
nurses mainly due to the shortage of health professionals in these countries. While the above 
sections determine the ‗intention to migrate‘ and ‗migration preferences‘ of Indian physicians 
and nurses, the following sections examine in greater detail the important push and pull factors 
influencing physicians and nurses‘ intentions to leave India and migrate to developed destination 
countries, like Australia.  
 
5.3 Push factors in India 
In the survey, the push factors existing within India and driving physicians and nurses to 
emigrate are primarily influenced by personal, educational, workplace, financial and social 
factors.  
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5.3.1 Personal factors 
In this study the personal push factors influencing physicians and nurses to emigrate India 
comprised of demographic and professional characteristics, and personal attributes like, their 
perceived ability (self-reported) to pass the English language examination (such as IELTS or 
OET) and the medical/nursing licensing examination of the destination country. It also included 
their concerns (such as personal safety in the home country) and aspirations (such as desire to 
settle in a developed country). However, in the survey, the personal push factors in respect of 
India are examined for three items. 
 
i.) The demographic and professional characteristics of the Indian physicians and nurses that 
included, age, gender, religion, birthplace, marital status, number of children and career 
level. 
ii.) The perceived ability (self-reported) to pass the English language examination (IELTS or 
OET) at the required level, which is a mandatory requirement for them to practice 
medicine or nursing in an English speaking country, like Australia.  
iii.) The perceived ability (self-reported) to pass the medical or nursing licensing 
examination/process of the destination country, which is a mandatory requirement for 
them to practice in that country.  
 
It must be noted that personal push factors such as the concerns and aspirations of the physicians 
and nurses are examined in the following qualitative results (Chapter Six) since they emerged 
during the interviews.   
The first survey item i.e. demographic and professional attributes of the participants (both 
physicians and nurses) consisted of age, gender, religion, birth place, marital status, and number 
of children and career level were recorded as categorical items. The other two items were 
measured on a 5-point Likert type scale, ranging from ‗1‘ (strongly disagree) to ‗5‘ (strongly 
agree) and then their responses were grouped and converted into a 3-point scale such that; ‗1‘ 
and ‗2‘ =disagree, ‗3‘ = neither agree nor disagree and ‗4‘ and ‗5‘ = agree. The association 
between ITM and personal factors items were tested using Pearson‘s Chi-square test.  
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On examination it was noted that there were significant associations between ITM and age              
(χ2 (2) = 6.96, p=0.031) and religion (χ2 (2) = 12.13, p=0.002), whereas no associations were 
found for marital status (χ2 (1) = 3.13, p=0.07), number of children (χ2 (2) = 3.68, p=0.060), 
gender (χ2 (2) =0 .63, p=0.429), birth place (χ2 (2) = 0.16, p=0.923), and career level                        
(χ2 (1) = 3.06, p=0.056). In particular, the proportion of participants who reported a high ITM 
was greater in the age group ‗20-25‘ years (53.4 %) compared to ‗26-30‘ (42.5%) and ‗31 and 
above‘ (40.7%) years respectively. Similarly, the proportion of participants who reported a high 
ITM was greater in Christian (60 %) compared to Hindus (43%) and Muslims (41%)                                
(See table 5.7). 
Table 5.7: Association between demographic variables and ITM 
 
Demographic 
Variable 
ITM 20-25 
yrs 
26-30  
yrs 
31 yrs and 
above 
χ2 p 
Age (in years)    
(n=511) 
Low  46.6%    
(103) 
57.5%                
(96) 
59.3 %     
(73) 
6.96 0.031 
High  53.4% 
(118) 
42.5% 
(71) 
40.7% 
(50) 
 Total  43.2% 
(221) 
32.7 % 
(167) 
24%          
(123) 
Demographic 
Variable 
ITM Hindu Muslim Christian χ2 p 
Religion 
(n=515) 
Low 57% 
(175) 
59%  
(42) 
40%             
(55) 
12.13 0.002 
High 43% 
(132) 
41%  
(29) 
60%    
(82) 
 Total 59.6% 
(307) 
13.8% 
(71) 
26.6% 
(137) 
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Table 5.8:  Association between personal push factors in India and ITM 
 
Personal push factor 
items in India 
ITM 
 
Disagree Neither 
Agree 
nor 
Disagree 
Agree 
 
χ2 p 
I have the ability to pass 
the English language 
examination (IELTS) at 
the required level. 
(n=513) 
Low 27.6 % 
(75) 
14.7 %    
(40) 
57.7 % 
(157) 
26.2 <0.001 
 
 
 
 
High 10.8 % 
(26) 
12 %       
(29) 
77.2 % 
(186) 
 Total 19.7%  
(101) 
13.5%     
(69) 
66.9%   
(343) 
I have the ability to pass 
the medical/ nursing 
licensing 
examinations/process of 
the destination country. 
(n=514) 
Low 7 %     
(19) 
36.8 %  
(100) 
56.3 % 
(153) 
23.3 <0.001 
 
High 3.3 %    
(8) 
20.2 %   
(49) 
76.4%                 
(185) 
   Total 5.3 %    
(27)        
29 %    
(149) 
65.8 % 
(338) 
 
The findings also revealed an association between ITM and participants perceived ability                
(self-reported) to pass the IELTS examination (χ2 (2) = 26.2, p<0.001) and the medical or 
nursing licensing examination of the destination country (χ2 (2) = 23.3, p<0.001). Participants 
who had a high ITM were more likely to agree that they have the ability to pass the English 
language examination (IELTS) compared to those with a low ITM (77.2% compared with 57.7% 
respectively). Similarly, for the licensing examination, participants with a high ITM were more 
likely to agree that they have the ability to pass the licensing examination of the destination 
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country, compared to participants with a low ITM (76.4% compared with 56.3%, respectively) 
(See table 5.8). 
5.3.2 Educational factors 
In the survey five educational push factors in India considered as potentially influencing 
physicians and nurses were considered. Responses to the five factors were measured on a 5-point 
Likert type scale, with responses ranging from ‗1‘ (strongly disagree) to ‗5‘ (strongly agree). 
While reporting the results, individual item responses were grouped and converted into 3-point 
scale such that; ‗1‘ and ‗2‘ = disagree, ‗3‘ = neither agree nor disagree and ‗4‘ and ‗5‘ = agree. 
Potential associations between ITM and education factors were tested using Pearson‘s Chi- 
square.  
 
There was an association between participants (both physicians and nurses) ITM and the variable 
‗limited opportunities for medical and nursing specialist training in India (χ2 (2) = 6.6, p=0.037). 
Participants who reported high ITM were more likely to agree that there are limited vacancies in 
India for specialist training than those with a low ITM (65.7% compared with 54.6%) (See table 
5.9). 
An association was also found between ITM and limited career opportunities in India without 
specialist qualification (χ2 (2) = 16.35, p<0.001). Participants who reported high ITM were more 
likely to agree that career opportunity diminishes without a specialist qualification in India, 
compared to those who reported low ITM (55.6% compared to 48.9%, respectively).  However, 
the physician group was more likely to agree compared to the nurses irrespective of their 
intention to migrate (61.3% compared with 38.7%, respectively; χ2 (2) = 64.64, p<0.001). A 
possible explanation for this difference in the responses between physicians and nurses was 
noted during an interview with a nurse, which is presented in the subsequent qualitative results 
(Chapter Six).  
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Table 5.9: Association between educational push factors in India and ITM 
Educational push factor 
items in India 
ITM Disagree 
 
Neither 
Agree or 
Disagree 
Agree 
 
χ2 p 
Opportunities for specialist 
training programmes in 
medical or nursing 
colleges of India are 
limited (n=513). 
Low 33. 2 % 
(90) 
12.2 % 
(34) 
54.6 % 
(148) 
6.6 0.037 
High  25.6 % 
(61) 
8.7 % 
(21) 
65.7 % 
(159) 
 Total  29.4 % 
(151) 
10.5% 
(55) 
60 % 
(307) 
  
Career opportunity ceases 
without specialist medicine 
or nursing qualification in 
India (n=515). 
Low 26.8 % 
(73) 
24.3 % 
(66) 
48.9 % 
(133) 
16.35 <0.001 
High  33.7 % 
(82) 
10.7 % 
(26) 
55.6 % 
(135) 
 
 Total  30.1 % 
(155) 
17.9 % 
(92) 
52 % 
(268) 
  
 
Utilization of technology 
in the specialist training 
programmes of medicine 
or nursing is limited in 
India (n=515). 
Low 15.1 % 
(41) 
21.7 % 
(59) 
63.2 % 
(172) 
4.16 0.125 
 
High  19.8 % 
(48) 
15.6 % 
(38) 
64.6 % 
(157) 
 
 Total  17.3 % 
(89) 
18.8 % 
(97) 
63.9 % 
(329) 
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In contrast, no association was established between ITM and other educational factors such as; 
utilisation of technology in specialist medical and nursing training (χ2 (2) = 4.16, p=0.125), 
opportunities for research funding (χ2 (2) = 0.68, p=0.71), as well as opportunities for research 
collaboration in medical and nursing colleges (χ2 (2) = 1.2, p=0.55). However, irrespective of 
participants‘ ITM, the majority agreed that there is limited utilization of technology (63.9%) in 
specialist medical as well as nursing training in the country. Likewise, when asked about 
research opportunities in the medical and nursing colleges of India, a majority of the participants 
agreed there were limited opportunities to obtain research funding (70.6%) and collaborative 
involvement in on-going research projects (66.8%). Issues relating to specialist medical training 
and other educational factors influencing the migration intentions of the physicians and nurses 
are further elaborated in the qualitative results (Chapter Six). 
 
Educational push factor 
items in India 
ITM Disagree 
 
Neither 
Agree or 
Disagree 
Agree 
 
χ2 p 
Opportunities for research 
funding in medical or 
nursing colleges of India 
are limited (n=513). 
Low 10 % 
(27) 
21% 
(57) 
69% 
(187) 
.68 0.71 
 
High  8.7 % 
(21) 
19 % 
(46) 
72.3% 
(175) 
 
 Total 9.4 % 
(48) 
20.1 % 
(103) 
70.6 % 
(362) 
  
Opportunities for 
collaboration in on-going 
research projects in the 
medical or nursing 
colleges of India are 
limited               (n=512) 
Low 13.3% 
(36) 
21.9% 
(59) 
64.8% 
(175) 
1.2 0.55 
 
High  10.7% 
(26) 
20.2% 
(49) 
69% 
167 
 
 Total 12.1% 
(62) 
21.1% 
(108) 
66.8% 
(342) 
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5.3.3 Workplace factors 
In this study the workplace push factors potentially driving Indian physicians and nurses to 
emigrate was examined in respect of workload challenges, peer and supervisory support, 
autonomy at work, collaboration of physicians and nurses at work, and infrastructure, equipment 
and supply related issues in the hospitals they have been working. In the survey, these factors 
were measured utilising five items on a 5-point Likert type scale, with responses ranging from 
‗1‘ (strongly disagree) to ‗5‘ (strongly agree) (See table 5.8). For analysis, individual item 
responses were grouped and converted into 3-point scale such that; ‗1‘ and ‗2‘ = disagree, ‗3‘ = 
neither agree nor disagree and ‗4‘ and ‗5‘ = agree. Possible associations between ‗ITM‘ and 
workplace factors were tested using Pearson‘s Chi-square.  
 
Table 5.10: Association between workplace push factors in India and ITM 
 
Workplace push 
factor items in India 
ITM Disagree 
 
Neither 
Agree or 
Disagree 
Agree 
 
χ2 P 
There are workload 
challenges in the 
hospital I am 
working (n=514). 
Low 16.2 % 
(44) 
19.9 % 
(54) 
64 % 
(174) 
3.19 0.202 
High  11.2 % 
(27) 
18.6 % 
(45) 
70.2 % 
(170) 
Total  13.8 % 
(71) 
19.3 % 
(99) 
66.9 % 
(344) 
  
Peer and supervisory 
support is lacking in 
the hospital I am 
working (n=514). 
Low 32.0% 
(87) 
24.6% 
(67) 
43.4% 
(118) 
4.02 0.134 
High  38.8% 
(94) 
26.0% 
(63) 
35.1% 
(85) 
Total  35.2% 
(181) 
 
 
 
 
 
25.3% 
(130) 
 
 
 
 
 
39.5% 
(203) 
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Overall no association was found between workplace factors and participants‘ ITM. However, 
when asked about workload challenges, a majority of the participants (66.9%) agreed that there 
is an excessive workload in the hospital at which they work (See table 5.8). More nurses agreed 
to this than physicians (60.3% compared to 39.7% respectively; χ2 (2) = 30.08, p<0.001). This 
indicates that nurses report greater workload challenges than physicians.  
 
Workplace push 
factor items in India 
ITM Disagree 
 
Neither 
Agree or 
Disagree 
Agree 
 
χ2 P 
Autonomy at work is 
lacking in the 
hospital I am 
working (n=511). 
Low 26.1 % 
(71) 
21.7 % 
(59) 
52.2 % 
(142) 
2.83 0.243 
High  30.5 % 
(73) 
16.3 % 
(39) 
53.1% 
(127) 
Total  28.2 % 
(144) 
19.2 % 
(98) 
52.6 % 
(269) 
  
Medical equipment 
and supplies need 
improvement in the 
hospital I am 
working (n=514). 
Low 56.2% 
(153) 
9.2%   
(25) 
34.6% 
(94) 
2.87 0.238 
 
High  63.2% 
(153) 
6.6%  
(16) 
30.2% 
(73) 
Total  59.5 % 
(306) 
8 %     
(41) 
32.5 %  
(167) 
  
       
There exists conflict 
at my workplace. 
(n=514) 
Low 33.1% 
(90) 
25.4% 
(69) 
41.5%  
(113) 
1.69 0.429 
High  36% 
(87) 
28.1% 
(68) 
36% 
(87) 
Total  34.4 % 
(177) 
26.7 % 
(137) 
38.9 % 
(200) 
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Similarly, a little more than half of the participants agreed that autonomy at work is lacking 
(52.2% agree vs. 28.2% disagree). Almost one fifth (19.6%) of participants responded that they 
were unsure (neither agree nor disagree) about a lack of autonomy at work. This could be due to 
their limited understanding about autonomy at the workplace, since a majority (78%) of those 
who said they were unsure were either early or entry level professionals (See table 5.10).  
 
Peer and supervisory support at work was another area that was examined in the survey. It was 
interesting to note that similar proportions agreed and disagreed (39% agree vs. 35% disagree) 
were noted when asked if the hospital at which they work lacks peer and supervisory support 
(See table 5.10). 
 
The nurses (54%) were somewhat more likely than physicians (46%) to agree with this statement 
and this difference in their responses was statistically significant (χ2 (2) = 13.62, p=0.001). This 
suggests that nurses perceived themselves as receiving less peer and supervisory support 
compared to the physicians. In contrast, when asked about the state of infrastructure such as, if 
medical equipments and supplies needs improvement in the hospital in which they are working, 
more participants disagreed than agreed (59.5% disagree vs. 32.4% agree). A possible reason 
that supports their responses could be that the participants recruited for this research are from 
leading hospitals in India that are technologically advanced and well managed.  
 
5.3.4 Financial factors 
In this study the financial challenges in India that potentially push physicians and nurses to 
emigrate encompasses both micro and macro economic factors. It includes the satisfaction level 
of physicians and nurses with salaries, their views about rising inflation in the country, the 
strength of India‘s currency in the global market, views about public spending on healthcare, and 
the overall economic prosperity of the country.  
 
In the survey, financial push factors were examined utilising five items. The first item was 
physician and nurse‘s monthly income, recorded as a categorical variable. The other four items 
were measured on a 5-point Likert type scale, with responses ranging from ‗1‘ (strongly 
disagree) to ‗5‘ (strongly agree). For analysis, individual item responses were grouped and 
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converted into 3-point scale such that: ‗1‘ and ‗2‘ = disagree; ‗3‘ = neither agree nor disagree; 
and ‗4‘ and ‗5‘ = agree. Possible associations between ‗ITM‘ and financial factors variables 
were tested using Pearson‘s Chi-square.  
 
An indirect association was found between physician‘s ITM and their monthly income              
(χ2 (1) = 4.47, p=0.034). Physicians who had high ITM were more likely to report earning less 
than USD 1000 per month then those reporting a low ITM (84.3% compared with 72.5%). This 
suggests that physicians who earned less are more inclined to migrate than those who earned 
more. Likewise, an association was also found between nurses‘ monthly income and their 
intention to migrate (χ2 (1) = 4.18, p=0.041). Nurses who had high ITM were less likely to 
report earning less than USD 400 per month then those reporting a low ITM (87.9% compared 
with 78.8%). This suggests those nurses who earned less are more inclined to migrate (See tables 
5.11 and 5.12). 
Table 5.11: Association between physician‘s monthly income in India and ITM 
ITM  Physician‘s Monthly Income 
 Less than 
USD 1,000 
More than 
USD 1,000 
χ2 p 
Low  ITM 72.5 % 
(87) 
27.5% 
(33) 
4.47 0.034 
High ITM 84.3% 
(86) 
15.7% 
(16) 
Total  77.9% 
(173) 
22.1% 
(49) 
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Table 5.12: Association between nurse‘s monthly income in India and ITM 
ITM  Nurse‘s Monthly Income 
 Less than 
USD 500 
More than 
USD 500 
χ2 p 
Low  ITM 78.8 % 
(89) 
21.2% 
(24) 
4.18 0.041 
High ITM 87.9% 
(145) 
12.1% 
(20) 
Total  84.2% 
(234) 
15.8% 
(44) 
 
On further examination, an association was also found between ITM and the poor pay scale of 
physicians and nurses in Indian hospitals (χ2 (2) = 25.96, p<0.001). Most of the participants who 
reported high ITM agreed that they are dissatisfied with the pay scale of physicians and nurses in 
Indian hospitals (66.7 % agree vs. 16.6 % disagree) compared to those reporting low ITM               
(51.5 % agree vs. 36.4% disagree) (See table 5.13). 
 
The state of India‘s economy and the impact of rising inflation on participant‘s (both physicians 
and nurses) ITM were two other variables that were examined. An association was found 
between the declining state of India‘s economy and ITM (χ2 (2) = 20.47, p<0.001). A majority 
(70.3%) of participants with high ITM agreed that due to economic recession, the value of Indian 
Rupee is diminishing in the global market. However, no association was found between rising 
inflation in India and participant‘s ITM (χ2 (2) =1.68, p=0.432) (See table 5.13). 
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Table 5.13: Association between financial push factors in India and ITM 
Financial push factor 
items  in India 
ITM Disagree 
 
Neither 
Agree or 
Disagree 
Agree 
 
χ2 p 
I am dissatisfied with the 
salary of physicians and 
nurses in Indian hospitals 
(n=515). 
Low 36.4 % 
(99) 
12.1 %           
(33) 
51.5 % 
(140) 
25.96 <0.001 
High  16.6 % 
(40) 
19.6 %               
(41) 
66.7 % 
(162) 
Total  27 % 
(139) 
14.4 %               
(74) 
58.6 % 
(302) 
Due to economic 
recession, the Indian 
Rupee (INR) is losing its 
value in the global 
market (n=511). 
Low 16.7% 
(45) 
13.4% 
(36) 
69.9% 
(188) 
20.47 <0.001 
High  5.8% 
(14) 
 
 
23.6% 
(57) 
 
 
70.7% 
(171) 
 
 
 Total  11.5% 
(59) 
 
 
18.2% 
(93) 
 
 
70.3% 
(359) 
 
 
  
Due to rising inflation in 
India, I may not be able 
to save much for the 
future (n=511). 
Low 13.2 % 
(36) 
16.9 % 
(46) 
69.9 % 
(190) 
1.68 0.432 
High  9.6 %  
(23) 
18.4 % 
(44) 
72% 
(172) 
Total  11.9 % 
(59) 
17.6 % 
(90) 
70.8 % 
(362) 
I may not continue to be 
economically prosperous 
over the next 10 years in 
India (n=511). 
Low 23.2% 
(63) 
32.5% 
(88) 
44.3% 
(120) 
1.25 0.535 
High  19.6% 
(47) 
32.1% 
(77) 
48.3% 
(116) 
Total  21.5 % 
(110) 
32.3 % 
(165) 
46.2 % 
(236) 
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More participants irrespective of their intention to migrate (low or high) agreed (70.8%) than 
disagreed (11.5 %) that due to rising inflation in India they may not be able to save much for the 
future. In contrast, when asked if they would continue to be economically prosperous over the 
next decade, a little less than half (46.2 %) agreed than disagreed (21.5 %) and no association 
was found between this variable and ITM (χ2 (2) =1.25, p=0.535) (See table 5.13). A further 
exploration of the financial push factors in respect of India is presented in the qualitative results 
(Chapter Six). 
 
5.3.5 Social factors 
In this study the social push factors in respect of India considered in relation to ITM include the 
encouragement and local support of their family, relatives, and friends, as well as the information 
they receive from friends and others in their social network settled abroad. It also comprises of 
the perceived rise in the physician and nurse‘s social status and prestige at the home country on 
return migration and their perceived ability to adapt to a new culture and work system.  
 
In the survey, the social push factors in respect of India were examined in the context of three 
items viz., i) the encouragement and local support physicians and nurses receive in relation to 
emigration from their immediate family members, relatives and friends in India. ii) Perceived 
rise in their social status in the home country, India on returning.  iii) Perceived ability (self-
reported) to adapt to new cultures.  
 
The first survey item relating to the social factors was dichotomous consisting of responses, such 
as ‗yes‘ or ‗no‘. The other two items were measured on a 5-point Likert type scale, with 
responses ranging from ‗1‘ (strongly disagree) to ‗5‘ (strongly agree). For analysis, their 
responses were grouped and converted into 3-point scale, such that ‗1‘ and ‗2‘ = disagree,                 
‗3‘ = neither agree nor disagree and ‗4‘ and ‗5‘ = agree.  
 
There was a strong association between ITM and the encouragement and local support the 
participants (both physicians and nurses) received relating to migration from their immediate 
family members, relatives and friends in India (χ2 (1) = 22.22, p<.001). Among participants who 
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had a high ITM, 63.8% received encouragement and local support from their family members, 
relatives, and friends in India compared to 43% of those with low ITM (See table 5.14). 
 
An association was also found between participants (both physicians and nurses) perceived 
ability (i.e. self-reported) to adapt to new culture and ITM (χ2 (2) = 7.22, p=0.027). Among 
participants with a high ITM about 47% agreed they had greater ability to adapt to new cultures 
compared to 32% among those with low ITM. This suggests participants were more likely to be 
considering international migration if they have perceived that they had greater cultural 
adaptation ability (See table 5.14). 
 
Table 5.14: Association between social push factors in India and ITM 
 
Social push factors items in 
India 
ITM No  Yes χ2 P 
Encouragement and local 
support physicians and nurses 
receive in relation to emigration 
from their immediate family 
members, relatives, and friends 
in India (n=515) 
Low 57%  
(155) 
43 % 
(117) 
22.22 
 
 
< 0.001 
High 36.2 % 
(88) 
63.8 % 
(155) 
 Total 47.2 % 
(243) 
52.8% 
(272) 
Social push factors items in 
India 
ITM Disagree Neither 
agree nor 
Disagree 
Agree χ2 p 
Perceived ability (self-reported) 
of physicians and nurses to 
adapt to new cultures. (n=515) 
Low  
 
38.2% 
(104) 
26 % 
(71) 
35.7% 
(97) 
   7.22 
 
 
 
0.027 
High 
 
32% 
(77) 
21 % 
(51) 
47 % 
(115) 
Total  35 %  
(181) 
23.7% 
(122) 
41.2% 
(212) 
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In addition, a positive association was found between participant‘s ITM and the perceived 
change in the social status at the home country in the event of returning to India                               
(χ2 (2) = 12.21, p=0.002). For the participants who reported high ITM, 69% agreed that a 
migration experience may enhance their social status in their home country when they returned 
compared to 54.8% for those with low ITM. This indicates participants were more likely to be 
considering migration if they perceived this was associated with improved social status (See 
table 5.14).  
 
There was a strong difference in responses between the professionals, with 64% of nurses but 
only 36% of physicians reporting this as important (χ2 (2) = 29.98, p<0.001). This suggests that 
there was a belief among a majority of the nurses that a returning migrant nurse receives higher 
social status than one who has never migrated. Reasons for this belief among the nurses were 
revealed in the interviews, presented in the qualitative results (Chapter Six) along with other 
social factors.  
 
5.4 Pull factors in respect of destination country, like Australia 
The survey explored the pull factors in respect of destination country, such as Australia that 
attracts Indian health professionals to immigrate there. It should be noted that the analyses of the 
survey data mainly draws on the general pull factors in respect of developed countries, whereas 
 
Social push factors items in 
India 
ITM Disagree Neither 
agree nor 
Disagree 
Agree χ2 p 
Perceived rise in the social 
status of physicians and nurses 
in the home country, India on 
return migration (n=515). 
Low  
 
20.6% 
(56) 
24.6% 
(67) 
54.8% 
(149) 
 12.21 
 
 
0.002 
High 
 
17%  
(42) 
14%  
(34) 
69% 
(167) 
Total  19%  
(98) 
19.6% 
(101) 
61.4% 
(316) 
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the analyses of interviews presented in the next chapter examines the pull factors specifically for 
Australia.  
 
5.4.1 Social factors 
Social pull factors influencing ITM mainly relate to friends, family, children and spouse. In this 
study it includes the availability of career opportunities for the Indian health professional‘s 
children and spouse, their quality of life, living conditions, and social status in Australia. The 
questions were dichotomous items consisting of responses, such as ‗yes‘ or ‗no‘ (See table 5.15). 
This item was then cross tabulated with intention to migrate (ITM). 
 
A strong association was found between participants ITM and the possession of a belief that 
migrating to developed countries, like Australia, would create better career opportunities for their 
children and spouse (χ2 (1) = 49.28, p<0.001). For the participants who had a high ITM,                   
87% believed that migrating to developed countries, like Australia, would create better career 
opportunities for their children and spouse compared to 59.2% of the participants reporting a low 
ITM (See table 5.15). 
 
Table 5.15: Association between social pull factor and ITM in respect of destination country 
 
Social pull factor item in 
respect of destination 
country 
     ITM No Yes χ2 P 
I believe there are better 
career opportunities for 
children and spouse in 
developed countries, like 
Australia. (n=506) 
Low 40.8% 
(108) 
59.2 % 
(157) 
49.28 <0.001 
 
 
High 
 
13% 
(31) 
 
87 % 
(210) 
 
Total  
  
27.5 % 
(139) 
 
72.5 % 
(367) 
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Furthermore, of the 506 participants who responded to this item, a majority (72.5%) believed 
that their children and spouse would have better career opportunities in developed countries. A 
further elaboration of the social pull factors, specifically towards Australia is illustrated in the 
following qualitative results (Chapter Six) analysed from the interviews of physicians and nurses 
in India.     
 
5.4.2 Financial factors 
In the survey the financial pull factors influencing ITM were higher salaries, greater job security 
and a stable economy in that country. Information about the financial pull factors of Indian 
physicians and nurses was collected utilising two items measured on a 5-point Likert type scale, 
with responses ranging from ‗1‘ (strongly disagree) to ‗5‘ (strongly agree). For analysis of the 
results, individual item responses were grouped and converted into 3-point scale such that: ‗1‘ 
and ‗2‘ = disagree; ‗3‘ = neither agree nor disagree; and ‗4‘ and ‗5‘ = agree.  
 
There was a statistically significant association between participants‘ (both physicians and 
nurses) ITM and their belief of greater financial success in developed countries like Australia, 
(χ2 (2) = 13.93, p=0.001). More participants (73.3%) who had a high ITM perceived that there 
was a greater chance of financial success in developed countries compared to those who reported 
a low ITM (58%) (See table 5.16). There was also strong difference in the responses between 
professionals, with 62.3% of nurses and only 37.7% of physicians reporting that this factor is 
important (χ2 (2) = 22.74, p<0.001). This suggests that nurses were more optimistic than the 
physicians about financial success in developed countries, compared to India.  
 
 
 
 
 
 
 
 
 
151 
 
Table 5.16: Association between financial pull factors and ITM in respect of destination country 
 
Financial pull factors items 
in respect of destination 
country 
ITM Disagree Neither 
agree nor 
disagree 
Agree χ2 p 
I perceive to have greater 
chance of financial success 
in developed countries, like 
Australia (n=515). 
Low 24% 
(65) 
18% 
(49) 
58% 
(158) 
13.93 0.001 
 
 
 
High 17.3% 
(42) 
9.5% 
(23) 
73.3% 
(178) 
 
 
Total 20.8 % 
(107) 
14% 
(72) 
65.2% 
(336) 
  
Financial pull factors items 
in respect of destination 
country 
ITM Disagree Neither 
agree nor 
disagree 
Agree χ2 p 
I perceive to have greater 
job security in a developed 
country, like Australia 
(n=510). 
Low 26.1% 
(70) 
29.5% 
(79) 
44.4% 
(119) 
2.13 0.345 
High 20.7% 
(50) 
32.2% 
(78) 
47.1% 
(114) 
 
 
 
Total 23.5% 
(50) 
30.8% 
(157) 
45.7% 
(233) 
  
 
In contrast, no association was found between job security in a foreign county such as Australia 
and ITM (χ2 (2) = 2.13, p=0.345). While the survey did not established any association between 
greater job security in developed countries and ITM, almost half of the participants (47%) agreed 
that they may have higher job security in developed countries compared to India, and almost a 
third (32.2%) were unsure about this response. A possible reason for this could be their 
unawareness of the job market of developed countries. The impact of the financial pull factors is 
elaborated further in the qualitative results (Chapter Six). 
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5.4.3 Labour market factors 
In this study, the labour market pull factors potentially influencing ITM comprised pre-
conceived notions about a ‗lower supply‘ and ‗higher demand‘ of physicians and nurses in that 
country. It also included other factors such as better employment opportunities and shortage of 
nurses mainly in the rural areas of Australia. The perceived supply and demand of physicians and 
nurses were examined utilising two items measured on a 5-point Likert type scale, with 
responses ranging from ‗1‘ (strongly disagree) to ‗5‘ (strongly agree). The other labour market 
factors such as availability of better employment opportunity and shortage of nurses in rural 
Australia are analysed in the following qualitative results (Chapter Six) since these factors 
emerged during the interviews with physicians and nurses. For analysis individual item 
responses were grouped and converted into 3-point scale such that; ‗1‘ and ‗2‘ = disagree, ‗3‘ = 
neither agree nor disagree and ‗4‘ and ‗5‘ = agree. Possible associations between ITM and 
labour market factors items were tested using Pearson‘s Chi-square.  
 
There was a strong association between ITM and the perception of participants (both physicians 
and nurses) that in developed countries there was limited supply of physicians and nurses                  
(χ2 (2) = 17.47, p<0.001). The majority (65.4%) of the participants with a high ITM agreed that 
in developed countries, like Australia, there may be limited supply of physicians and nurses 
compared to 50% of participants who reported a low ITM (See table 5.17). However, no 
significant difference in the responses between physicians and nurses (χ2 (2) = 5.66, p=0.060) 
were noted. This indicated both groups of professionals shared similar perceptions that in 
developed countries, like Australia, there is a limited supply of both physicians and nurses.  
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Table 5.17 Association between labour market pull factors and ITM in respect of destination 
country 
 
Labour market pull factors 
items in respect of 
destination country 
ITM Disagree Neither 
agree nor 
Disagree 
Agree χ2 p 
In developed countries, like 
Australia, there is limited 
supply of physicians and 
nurses (n=515) 
Low 10.3% 
(28) 
39.7% 
(108) 
50% 
(136) 
17.47 <0.001 
 
 
 
High 11.9% 
(29) 
22.6% 
(55) 
65.4% 
(159) 
 
 
Total 11.1 % 
(57) 
31.7% 
(163) 
57.3% 
(295) 
In developed countries, like 
Australia, the demand for 
physicians and nurses is  
high (n=514) 
Low 15.1% 
(41) 
29% 
(79) 
55.9% 
(152) 
8.38 0.015 
 
 High 9.1% 
(22) 
23.1% 
(56) 
67.8% 
(164) 
 Total 12.3% 
(63) 
26.3% 
(135) 
61.5% 
(316) 
 
Similarly, an association was also noted between ITM and the perception of the participants 
(both physicians and nurses) that in developed countries there is a higher demand for physicians 
and nurses (χ2 (2) = 8.38, p=0.015). Of participants with a high ITM, 67.8% agreed with this 
factor compared to 55.9% participants who had a low ITM. This suggests Indian physicians and 
nurses with higher ITM perceived that there is higher demand for both nurses and physicians in 
their health system (See table 5.17). There was a strong difference in responses between 
physicians and nurses, with a higher proportion of nurses (68.7%) compared to physicians 
(31.3%) reporting this as important factor (χ2 (2) = 57.78, p<0.001). This indicates the nurses 
group perceived more distinctly that in developed countries there is a higher demand for nurses. 
A further elaboration of the labour market factors specifically towards Australia is illustrated in 
the qualitative results (Chapter Six). 
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5.5 Push factors in respect of destination country, like Australia 
In addition to the push factors in respect of the source country, and pull factors in respect of 
destination countries, the survey also analysed the factors that discourage Indian physicians and 
nurses to migrate.  
 
5.5.1 Social factors 
In this study, the social push factors discouraging ITM were perceived likelihood of 
discrimination or racism issues relating to cultural adaptability and adjustment in that country. 
These social push factors in respect of the destination country was measured utilising a single 
item measured on a 5-point Likert type scale, with responses ranging from ‗1‘ (strongly disagree) 
to ‗5‘ (strongly agree). For analysis, individual item responses were grouped and converted into 
3-point scale such that; ‗1‘ and ‗2‘ = disagree, ‗3‘ = neither agree nor disagree and ‗4‘ and ‗5‘ = 
agree. The other aspects of social push factors were analysed in the qualitative results (Chapter 
Six) since they emerged during the interviews with physicians and nurses.  
 
 
Table 5.18: Association between social push factors and ITM in respect of destination country 
 
Social push factors item 
in respect of destination 
country 
ITM Disagree Neither  
Agree Nor 
Disagree 
Agree χ2 p 
I would prefer to migrate 
to Australia if there is no 
discrimination or racism 
for Indians. (n=515). 
Low  13.6% 
(37) 
12.5 % 
(34) 
73.9 % 
(201) 
6.39 0.041 
 
 High  7 % 
(17) 
11.5 % 
(28) 
82% 
(198) 
 
Total  
 10.5 % 
(54) 
12.5 % 
(62) 
77.5 % 
(399) 
 
A statistically significant association was found between participants (both physicians and 
nurses) intention to migrate and perception of racism factor in countries like Australia                             
(χ2 (2) = 6.39, p<0.001). The difference, however, was fairly small with 82% of participants 
who had a high ITM agreeing compared to 73.9% of the participants with low ITM (See table 
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5.18). No significant difference in response was noted between physicians and nurses since in 
both groups a majority of participants agreed that they would be more likely to migrate to 
countries like Australia if there is no racism. 
  
5.5.2 Policy factors 
The analysis of the policy factors underwent two steps and its findings are presented in this 
section and the following chapters (Chapter Six and Seven). In step one, the analysis of policy 
factors is undertaken from the data accessed from the survey and interviews of Indian physicians 
and nurses conducted in India. The survey findings are presented in this section, whereas the 
interviews findings are presented in the next chapter (Chapter Six). In step two, the policy factors 
are also analysed from the data accessed from the key informant interviews, conducted across 
Australia and India whose findings are presented in (Chapter Seven). 
 
In this section, the policy factors analysed the views of Indian physicians and nurses in relation 
to developed destination country‘s (like Australia) migration policies, the impact of bilateral ties 
between India and Australia and the policies for licensing examinations and English language 
requirements for Indian medical and nursing graduates to practice in developed countries, like 
Australia. These policy factors were measured utilising four items measured on a 5-point Likert 
type scale, with responses ranging from ‗1‘ (strongly disagree) to ‗5‘ (strongly agree). For 
analysis, individual item responses were grouped and converted into 3-point scale such as; ‗1‘ 
and ‗2‘ = disagree, ‗3‘ = neither agree nor disagree and ‗4‘ and ‗5‘ = agree.  
 
A statistically significant association was found between participants ITM and their views about 
flexible visa options for skilled migration to developed countries (χ2 (2) = 8.56, p=0.014). 
Among participants (both physicians and nurses) who reported a high ITM 65.3% agreed that 
provision of skilled visa options for Indian trained physicians and nurses to developed countries, 
like Australia would attracts more Indian health professionals compared to 52.9% for those with 
low ITM (See table 5.19). 
 
Stronger bilateral ties between India and developed countries (like Australia) and its impact on 
intention to migrate of Indian physicians and nurses was another policy factor that was 
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examined. The results showed significant association between bilateral ties between India and 
developed countries and the ITM (χ2 (2) = 7.31, p=0.026).  More than half (57.4%) of the 
participants who reported a high ITM agreed that better bilateral ties between India and 
developed countries will increase the migration of Indian physicians and nurses to Australia 
compared to 46.7% of those with low ITM (See table 5.19). 
 
In contrast, the survey did not establish any significant association between ITM and the views 
of Indian physicians and nurses towards the policies that promote international medical and 
nursing graduates to work in rural and remote areas of developed countries                                          
(χ2 (2) = 2.45, p=0.294). Similarly, no significant association was noted between intention to 
migrate and implementation of stringent anti-racism policies in countries like Australia                       
(χ2 (2) =0.64, p=0.726) to deter racism. A further analysis of policy factors influencing the 
intention to migrate of participants to developed countries is elaborated in the following 
qualitative results (Chapter Six). 
 
 
Table 5.19: Association between policy push factors and ITM in respect of destination country 
Policy factors items in respect 
of destination country 
ITM Disagree 
 
Neither 
Agree or 
Disagree 
Agree 
 
χ2 p 
Policies of developed countries 
(like Australia) to promote 
internationally trained 
physicians and nurses in their 
rural areas will encourage 
Indian physicians and nurses to 
migrate to that country (n=512) 
 
 
 
Low 18 %   
(49) 
26.8 % 
(73) 
55.1 % 
(150) 
2.45 0.294 
High  14.2 % 
(34) 
24.2 % 
(58) 
61.7 % 
(148) 
Total  16.2 % 
(83) 
25.6 % 
(131) 
58.2 %                 
( 298) 
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The above bivariate analyses identified nine significant push factors (See table 5.20) within the 
source country (India) and seven significant push and pull factors (See table 5.21) in respect of 
destination countries (like Australia). These statistically significant push and pull factors of the 
source and destination countries are further analysed simultaneously after controlling for the 
demographic and profession related factors in a multivariate analysis applying a binary 
regression model. 
 
 
Policy factors items in respect 
of destination country 
ITM Disagree 
 
Neither 
Agree or 
Disagree 
Agree 
 
χ2  
Flexible skilled visa options in 
developed countries, like 
Australia, will encourage 
migration of Indian physicians 
and nurses to that country 
(n=514) 
Low 16.2% 
(44) 
 
30.9% 
(84) 
 
52.9% 
(144) 
 
8.56 0.014 
 
 
High 
 
Total  
13.6% 
(33) 
 
15.% 
(77) 
 
21.1% 
(51) 
 
26.3% 
(135) 
 
65.3% 
(158) 
 
58.8% 
(302) 
 
Better bilateral ties between 
India and developed countries, 
like Australia, will encourage 
migration of Indian physicians 
and nurses to that country 
(n=514) 
Low 11 %      
(30) 
42.3 % 
(115) 
46.7 % 
(127) 
7.31 
 
 
 
0.026 
 
 
 
High  11.6 % 
(28) 
31 % 
(190) 
57.4% 
(139) 
Total  11.3 % 
(58) 
37 % 
(190) 
51.8 % 
(266) 
Stringent anti-racism policies in 
countries, like Australia, will 
encourage Indian physicians and 
nurses to migrate to that country 
(n=510) 
Low 16.7% 
(45) 
33.5% 
(90) 
49.8% 
(134) 
0.64 0.726 
 
 
High  18.7% 
(45) 
34.9% 
(84) 
46.5% 
(112) 
Total  17.6 % 
(90) 
34.1 % 
(174) 
48.2 % 
(246) 
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Table 5.20: Significant push factors for ITM identified in respect of India from the bivariate 
analysis 
 
Sl. Significant push factors in respect of source country, India p-value 
1.  Perceived ability (self reported) among Indian physicians and nurses to 
pass the English language examination at the required level (IELTS). 
<0.001 
    2. 
 
Perceived ability (self-reported) among Indian physicians and nurses to 
pass the medical or nursing licensing examinations of the destination 
county. 
<0.001 
3.  Believe among Indian physicians and nurses that opportunities for 
specialist training programme in medical or nursing colleges of India 
are limited. 
0.037 
4.  Belief among Indian physicians and nurses that career opportunity 
ceases without a specialist medicine or nursing qualification in India. 
<0.001 
5.  Dissatisfaction among Indian physicians and nurses regarding pay scale 
in Indian hospitals. 
<0.001 
6.  Economic recession and the losing strength of Indian Rupees (INR) in 
the global market. 
<0.001 
7.  Encouragement and local support Indian physicians and nurses receive 
in relation to emigration from their immediate family members, 
relatives, and friends in India. 
<0.001 
8.  Perceived rise in the social status of Indian physicians and nurses in the 
home country on return migration. 
0.002 
9.  Perceived ability among Indian physicians and nurses to adapt to new 
cultures. 
0.027 
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Table 5.21: Significant pull and push factors for ITM identified in respect of destination country, 
like Australia 
 
Sl.  Push and pull factors in respect of a destination country, like Australia p-value 
 
1. Indian physicians and nurses believe to have better career opportunity 
for their children and spouse in a developed country, like Australia. 
<0.001 
     2. 
 
Indian physicians and nurses believe to have greater chance of financial  
success in a developed country, like Australia. 
0.001 
3. Indian physicians and nurses believe that in a developed country like 
Australia, there is limited supply of physicians and nurses.  
<0.001 
4. Indian physicians and nurses believe that in a developed country like 
Australia, there is higher demand for physicians and nurses.  
0.015 
5. Indian physicians and nurses may not prefer to migrate to a country like 
Australia, if there is racial discrimination.  
0.041 
6. Indian physicians and nurses believe that flexible skilled visa options 
will encourage migration of Indian health professionals to a developed 
country, like Australia. 
0.014 
7. Indian physicians and nurses believe that better bilateral tie between 
India and a developed country, like Australia, will encourage migration 
of Indian health professionals.  
0.026 
 
5.6 Multivariate Analysis  
The multivariate analysis was undertaken utilising a binary logistic regression model in a step-
wise forward approach. All the push and pull variables included in the logistic model were 
categorical. The criteria of including the variables into the model underwent two steps. Firstly, 
the p-values of all push and pull variables having < = 0.05 are included into the logistic model. 
Secondly, the variance inflation factor (VIF) for multi-collinearity was examined. The variables 
with VIF less than four are included into the model (Obrien, 2007). Since significant differences 
were observed in the findings between physician and nurses, separate multivariate analysis was 
conducted.  
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5.6.1 Physicians  
The multivariate logistic regression model for the physicians was found to be statistically 
significant (χ2 (15) = 100.663, p<.0.001). It explained 49 % (NagelkerkeR2) of variance in the 
dependent variable (ITM) and correctly classified 80.4% of the cases. The analysis established 
significant independent effects of personal, educational, financial, and social factors on 
physician‘s ITM. A strong effect on physicians‘ ITM was found for higher perceived ability to 
pass the English language (IELTS) examination at the required level. Physicians reporting higher 
ability to pass the English language (IELTS) examination at the required level were more than     
7 times more likely to report higher ITM than those who thought they didn‘t have the ability to 
pass the IELTS examination (p<0.001, OR 95% CI =3.193 – 18.357) (See table 5.22). 
 
Limited availability of specialist medical training opportunity in India was another important 
push factor that established strong effects on physician‘s ITM. Physicians who believed that 
there were limited vacancy for specialist medical training in India were more than 12 times  more 
likely to report higher ITM than who thought that this was not an important issue in India 
(p<001, OR 95 % CI = 3.350 – 45.049). This suggested that physicians who did not receive an 
opportunity to undergo specialist training in India are more likely to migrate than those who 
receive adequate opportunities for specialist training in India (See table 5.22). 
 
The effect of financial (or economic) push factors was also noted on the physician‘s ITM. It was 
observed that one of the micro-economic factors such as, low pay-scale in India showed strong 
effects on physician‘s ITM. The physicians who agreed that they were dissatisfied with their 
pay-scale in India were more than 6 times (p<0.001, OR 95% CI = 2.461 – 16.671) likely to 
report higher ITM than those who expressed a little concern about their low pay-scale in India 
(See table 5.22). 
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Table 5.22: Multivariate analysis of push and pull factors of ITM for physicians 
Push and pull factors Odds 
ratios 
95 % CI 
     Lower      Upper 
p-value 
Perceived ability (i.e. self-reported) of Indian 
physicians to pass the English (IELTS) 
language examination at the desired level.  
   
 
#
Disagree     
Neither agree nor disagree 2.630 .712 9.716 0.147 
Agree 7.656 3.193 18.357 <0.001 
     
Opportunity for specialist training in medical 
colleges are limited in India 
    
#
Disagree     
Neither agree nor disagree 2.901 .500 16.819 0.235 
Agree 12.284 3.350 45.049 <0.001 
     
Dissatisfied with the pay-scale of physicians 
in Indian hospitals 
    
#
Disagree     
Neither agree nor disagree 1.803 .470 6.915  0.390 
Agree 
6.405 2.461 16.671 
  
<0.001 
     
Encouragement and local support Indian 
physician receive in relation to emigration 
from their family members, relatives and 
friends. 
    
Yes 3.470 1.574 7.648 0.002 
     
Belief of Indian physicians about a better 
career opportunity for children and spouse in 
a developed country like Australia. 
    
Yes 3.642 1.552 8.548 0.003 
# 
Reference category 
 
Effect of social push factors on physician‘s ITM was also observed in the multivariate analysis in 
respect of both source and destination countries. Physicians who received greater encouragement 
and local support in relation to emigration from their family and friends in India are more than             
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3 times likely to report higher ITM than those who received a little encouragement and support 
from family and friends at the home country (p=.002, OR 95% CI = 1.574 – 7.648). Similarly, 
physicians who believed that there were better career opportunities for their spouse and children 
in developed countries, like Australia were more than 3 times more likely to migrate, than those 
who did not find this to be an important factor (p=.003, OR 95% CI =1.552 – 8.548)                         
(See table 5.22). 
 
5.6.2 Nurses 
The multivariate logistic regression model for the nurses was found to be statistically significant 
at (χ2 (20) = 146.809, p<0.001). It explained 57.3 % (NagelkerkeR2) of variance in the 
dependent variable (ITM) and correctly classified 80.2 % of cases. The analysis established 
significant effects of demographic, social and financial factors on nurse‘s ITM. Female nurses 
were 2.83 times more likely to report higher ITM compared to their male counterpart (p =0.033, 
OR 95% CI= 1.089 – 7.398). Likewise, compared to Hindus, Christian nurses were 4.8 times 
more likely to report higher ITM (p<0.001, OR 95 % CI= 2.03 – 11.36), and compared to the 
married nurses, single nurses were 4.3 times more likely to report higher ITM (p=0.008, OR 
95% CI = 1.46 – 12.66) (See table 5.23). 
 
The effect of financial (or economic) push factors was also noted on nurses ITM. Both micro and 
macro economic factors had strong effects on intention to migrate. In this study, the micro-
economic factor relates to low pay-scale of nurses in Indian hospitals, whereas the macro-
economic factor relates to the perceptions of nurses about the depreciating value of the Indian 
currency (Indian Rupees) in the global market. 
 
The nurses who agreed that they were dissatisfied with their pay-scale in India were 3.7 times 
(p=0.002, OR 95% CI=1.58 – 8.56) more likely to report higher ITM than those who expressed a 
little concern about their pay-scale in India. In addition, nurses who believed that Indian currency 
is depreciating in the global market due economic recession were 15 times more likely to report 
higher ITM than those who do not believe this an important economic issue (p<0.001, OR 95% 
CI= 3.47 – 65.98) (See table 5.23). 
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Table 5.23 Multivariate analysis of push and pull factors of ITM for nurses 
 Push and pull factors Odds 
ratios 
95 % CI p-
value 
Marital status      
                                                                    Single 4.30 1.46 12.66 0.008 
Religion                                                                                   
 
                                                                                                                                                                                
#
Hindu 
   
. 
 
                                 Christian  4.806 2.033 11.359 <0.001 
Muslim 2.945 .840 10.316  0.091 
 
Gender                                                      
Female 2.838 1.089 7.398 0.033 
     
Perceived ability (i.e. self-reported) of Indian nurses to 
adapt to new culture of a destination country like 
Australia. 
    
 
#
Disagree 
    
Neither agree nor disagree 1.886 .651 5.462 0.158 
Agree 4.649 1.776 12.165 0.002 
 
Dissatisfied with the pay-scale of nurses in Indian 
hospitals 
    
#
Disagree     
Neither agree nor disagree 5.237 1.470 18.655 0.011 
Agree 3.681 1.583 8.560 0.002 
     
Depreciating value of Indian Rupees due to economic 
recession.  
    
#
Disagree     
Neither agree nor disagree 1.856 .506 6.810 0.351 
Agree 15.140 3.474 65.976 <0.001 
 
Belief of Indian nurses about a better career opportunity 
for children and spouse in a developed country like 
Australia. 
    
Yes 9.690 3.755 25.004 <0.001 
#Reference category 
 
Furthermore, the effects of social factors were also observed on nurse‘s ITM, in respect of both 
source and destination countries. It was established that nurses who believed there were better 
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career opportunities for their children and spouse in developed countries, like Australia were                       
9.7 times more likely to report higher ITM, than those who did not find this to be an important 
factor (p <0.001, OR 95% CI = 3.76 - 25.00). 
 
Likewise, the effect of social push factors was also found to be a significant predictor to report 
higher ITM for the nurses. It was noted that, nurses who agreed that they had a greater ability 
(self-reported) to adapt to new cultures are 4.6 times more intended to report higher ITM than 
those who thought they may not be able to adapt to new cultures                                                      
(p=0.002, OR 95% CI = 1.78 - 12.17) (See table 5.23). 
 
5.7 Summary 
In summary, this chapter examines the intention to migrate to another country of Indian 
physicians and nurses and explored their preference of migration to selected countries/regions. 
These findings suggest that Australia is a highly preferred destination for around half of the 
physicians and nurses (56% and 48% respectively). If this holds good then it signifies, in future it 
is likely that a greater number of Indian physicians may appear for the Australian Medical 
Council (AMC) examination. Similarly, it is likely that the number of applications for 
assessment and licensing on part of the Australian Nursing and Midwifery Council, as well as the 
number of visa applications from the Indian trained physicians and nurses may increase. It is also 
likely that greater number of Indian nurses may enroll in the bridging courses in Australia. This 
in turn may results in a further increase in the number of Indian physicians and nurses in the 
Australian health system. Therefore, it is important for Australia to consider the likelihood and 
preference of migration of Indian physicians and nurses while planning the immigration and 
workforce policy of health professionals.  
 
Furthermore, this chapter examines the finding of both bivariate and multivariate results of the 
survey data for the important and most pull and push factors driving physicians and nurses to 
emigrate from the source country, India and immigrate or not to immigrate to destination 
countries, like Australia. The bivariate analyses have identified nine important and statistically 
significant factors in respect of the source country, encompassing personal, educational, financial 
and social factors driving physicians and nurses to leave India. Similarly, in respect of 
165 
 
destination countries (like Australia), the bivariate analyses has identified seven important and 
statistically significant factors that either push or pull the Indian health professionals to migrate 
to a country, like Australia or deter them from migrating there. In contrast, the multivariate 
analyses of the survey data reveals most important and statistically significant push and pull 
factors of international migration of Indian physicians nurses. The analyses suggest the 
difference between the physician and nurses groups in terms of the factors that influence their 
intention to migrate.  
 
While demographic factors like, marital status, gender and religion were found to influence the 
migration intentions of the nurses, these factors did not showed a significant effect on the 
physicians‘ intention to migrate. In contrast, the higher education push factor (i.e. the limited 
specialist training vacancy in India) that established significant effects on physician‘s intention to 
migrate, did not show any impact on nurse‘s intention to migrate. Likewise, a difference was also 
noted in the financial (economic) factor on physicians and nurses intention to migrate. While the 
micro-economic factor such a, low pay scales in India was found to be significant in influencing 
physicians‘ intention to migrate, in case of nurses both micro and macro economic factors were 
found to be significant in influencing their migration intentions. In addition, difference was also 
noted for the social factors that established significant affect on the intention to migrate for the 
nurses group but did not held significant for the physician group. In the following chapter the 
push and pull factors driving Indian physicians and nurses to examined from the interview data 
specifically for Australia. 
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Chapter Six: Qualitative Results 
 
The previous chapter (Chapter Five) focused on the survey results and examined the important 
pull and push factors influencing the intention of Indian physicians and nurses to migrate to 
developed countries, such as Australia. This chapter analyses the interview findings and 
examines the push, pull, and facilitating factors driving Indian physicians and nurses to leave 
India and migrate to Australia. In particular, the chapter expands the push factors of India 
identified in the survey findings (Chapter Five); it also explores additional factors that encourage 
or discourage the health professionals to leave or remain in India. The chapter also examines the 
factors that attract Indian physicians and nurses to migrate to Australia, as well as discourage 
them from migrating. In addition to the push and pull factors, the interviews also helped identify 
‗facilitating factors‘ that primarily exist within India and play a supporting role in influencing the 
intention of physicians and nurses to emigrate from India.  
 
The chapter is divided into six sections. The first section (6.1) analyses the push India factors; 
they encompass personal, educational, workplace, finance, and social factors. The section 
expands the survey results and reveals other push factors driving Indian physicians and nurses to 
emigrate. In contrast, the second section (6.2) examines the pull India factors that encourage the 
health professionals to remain in India. The third section (6.3) discusses the ‗facilitating factors‘ 
that mainly exist within India, and that encourage health professionals to emigrate. The 
following sections analyse the interview results, specifically for Australia. The fourth section 
(6.4) describes the pull Australia factors attracting Indian physicians and nurses to migrate to 
Australia. Section five (6.5) discusses the factors (push Australia) that discourage Indian 
physicians and nurses to migrate away from Australia. The final section (6.6) summarises the 
chapter. 
 
 
6.1 Push factors in India 
The push factors influencing physicians and nurses in India identified in the survey were 
confirmed during the interviews. The survey results also revealed additional factors driving 
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health professionals to emigrate from India. These push factors, with respect to India, are 
examined in this section.  
 
6.1.1 Personal factors 
The analysis of the push factors discussed in the interviews, with respect to India, identified 
additional personal factors influencing physicians and nurses to emigrate from the country. In 
particular, the interviews examined the concerns and aspirations of Indian physicians and nurses 
in relation to their intention to leave India and immigrate to another country. The concerns noted 
in this study included the personal safety of female nurses and physicians in India, as well as 
their beliefs about an uncertain future for India. Both physicians and nurses perceived these 
factors as impacting upon them and their family members. Aspiration includes their desire to 
travel, work, or receive higher education, and settle overseas. Importantly, however, personal 
safety was not relevant to male health professionals as it related to sexual violence and crime 
prevailing against women in Indian society. The three themes emerging from the interview 
analyses, in relation to the personal factors with respect of India, are given below: 
 
i) The fear of being unsafe: The issue of personal safety was a concern raised by most of the 
female physicians and nurses. With sexual violence and crime against women in India on the 
rise, the participants expressed their apprehension about their personal safety, especially for 
those who work night shifts. The female participants did not report any personal safety issues in 
their current workplace. However, those who worked late at night had a sense of insecurity, 
primarily while commuting between their residence and the hospital. One nurse in her mid-
twenties, residing away from her parents in a different city, detailed an unpleasant experience 
while travelling back to her residence from the hospital: 
 
Being a nurse I may not prefer to work in a hospital which is far from the main city as there 
are threats to my personal safety. My last posting was in (XYZ) hospital and I faced a lot of 
difficulties while commuting between my hospital and residence. At that time, I was not 
given staff quarters and many times my shift used to end around 9:00 pm. Commuting to my 
residence during that time, using public transport, was horrible for me. I am sure this may 
not be a problem in a developed country like Australia (Nurse-9). 
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Another female physician, who was single, in her late twenties, and born and brought up in a 
metropolis, also highlighted the issue of personal safety in India. She stated that: 
 
No city in India is safe for women nowadays. I am sure you must have heard the news about 
the sexual attack on a paramedical student in New Delhi. Honestly speaking you cannot 
afford to travel alone during the night on any public transport. Although it’s safe to be 
inside the hospital…many times I have a late night shift. That is the reason I have rented 
paying guest accommodation near my hospital. I do not want to take any chances. It is better 
to be safe than sorry (Physician-2). 
 
Personal safety was a recurring issue with most of the female participants, irrespective of where 
they worked, or whether they were nurses or physicians. The idea of moving to a country with a 
safe environment was important to them. 
 
ii) Concerns for self and immediate family members: Some physicians and nurses were 
sceptical about the future of India. They believed that, in the near future, job opportunities may 
decline and this may impact upon them. For example, they may have to face cutthroat 
competition for sustenance in the near future. Also, with competition increasing each passing day 
and the population growing, it may not be easy for them to maintain a decent standard of living 
in India. In this scenario their best choice was to look for a country which would provide better 
career opportunities. Supporting this analysis, a specialist physician, working in a medical 
college hospital, in their late thirties, married with children, stated that: 
 
Looking at the current scenario of competition in India, I am very skeptical about my 
future and equally about that of my spouse and children. It is getting extremely difficult to 
maintain a decent quality of life. I am very uncertain about my future in India. If being a 
doctor I have to struggle in my career, what would happen to the others? I think this may 
not be the case for a doctor who is working in Australia. I am sure there are ample 
opportunities in Australia (Physicians-3). 
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Another female nurse in her late twenties, married with two children, and residing in a city in 
India expressed that: 
 
I am concerned about my children and their future in India. If I get an opportunity to 
work in any developed country like Australia, the U.K., Canada, or the U.S., I would be 
very happy to accept it because it will not only raise my status but also that of my 
children and spouse. My children will also get an opportunity to migrate there and, if 
things look lucrative, we would settle there, and it if everything works out favorably, we 
would eventually settle there (Nurse-4). 
 
The above quotes indicate the concerns of physicians and nurses about their career and the future 
of their immediate family members, especially their children and spouse, if they stay in India. At 
the same time it also brings to light their beliefs about developed counties and the benefits they 
perceive they could gain from migrating to a developed country to improve their personal 
prospects and raise the prospects of their family in terms of status and finance. 
 
iii) Desire to settle in a developed country: This study previously reported a number of 
important push factors encouraging physicians and nurses to leave India. Additionally, the 
aspirations that encourage them to migrate overseas were also discussed. Among other things, 
they aspire to travel, obtain higher educational qualifications, and work and settle in a developed 
country. Although both groups of participants aspired to travel to, and visit, a foreign country, 
some nurses showed a particularly strong inclination to migrate, work, and settle. They had a 
strong desire to migrate to a developed country and experience the differences between a 
developed and a developing country. A few nurses highlighted that the central motive behind 
their taking up nursing as a career was to emigrate and secure overseas employment. Consistent 
with this observation, one female nurse, in her early twenties, undergoing a traineeship in a 
government hospital and living in a city, stated that: 
 
I have a dream to work in a foreign country. I want to see how different, how technologically 
advanced they are when compared to India. I am not sure as to which country my fate would 
take me but certainly Australia is on the cards and I am aspiring for it. In fact, I took up 
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nursing so that I could migrate to a developed country in the future and work there                 
(Nurse- 3). 
 
This statement suggests that some nurses aspire to migrate to a developed and technologically 
advanced country rather than stay in India for work or a higher education qualification, or both. 
The nurses are not sure which developed country they would migrate to in the future as they 
believed that any developed country could fulfill their dreams.  
 
An analysis of the interviews identified the issue of safety, and the aspiration of the health 
professionals to work and settle in another country, as important factors motivating overseas 
migration. The quantitative analysis also identified other attributes, such as age, religion, and 
intelligence. The following section addresses the wider institutional level factors, such as the 
medical and nursing education systems in India, and their effects on physicians‘ and nurses‘ 
intention to migrate. 
 
6.1.2 Educational factors 
The analyses of the interviews examining the influence of educational factors, in respect of India, 
support some of the survey results identified in Chapter Five. The interview findings are 
congruent with the survey results in respect of the concern of the physicians regarding limited 
specialist vacancies in medical colleges, as well as the possibility of diminishing career 
opportunities in India without a specialist medical qualification. In addition, the analyses of the 
interviews also revealed other issues surrounding specialist medical and nursing education in 
India that influence health professionals‘ intention to migrate overseas, including to Australia. 
Five themes emerged from the interviews for the education factors, as presented below. 
 
i) The discordance between graduate numbers and post-graduate (specialist) training places 
in medical training: Most of the physicians interviewed expressed their dissatisfaction with the 
limited vacancies for specialist training in India, especially in the government medical colleges. 
They highlighted that the issue of a lack of vacancies is exacerbated by the rise in the 
undergraduate intake. According to their perspective, any increase in graduate numbers added 
further to the competition for limited specialist medical training places. There was a belief 
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among the physicians that a medical career stagnates without a specialist qualification in India. A 
physician who previously expressed his concerns about the future of India also raised the issue of 
specialist training in India. He stated that: 
 
The competition for entry into specialist training is very high because the number of doctors 
graduating every year is increasing. However, there is no significant increase in the specialist 
medical vacancies. Year by year it is getting tougher for us to get into a specialist training 
programme. So, many doctors are willing to go to a foreign country for higher studies 
(Physician-3). 
 
Another physician in their mid-thirties who recently completed a specialist training course from 
a government medical college in India emphasised that: 
 
Post-graduation in medicine (specialist training in medicine) has become very important over 
the years in the Indian scenario and no one cares if you have a simple MBBS degree 
(Physician-10). 
 
Supporting this, a female physician, aged 28 years and an early career medical professional in a 
city based leading private hospital, said: 
 
India is a highly populated country and many young doctors are willing to take up specialist 
training, but PG seats are very less in government medical colleges so there is a shortage of 
specialist doctors in the country. In the absence of adequate seats, doctors are going to 
emigrate abroad (Physician-6). 
 
As these quotes illustrate some young doctors believe that in the present Indian context 
specialization in medicine is essential. This might be attributed to the changing trend in bio-
medical sciences towards an increased dependence on technology and the growing healthcare 
needs of India‘s population. 
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ii) Payment versus merit in access: India is the only country in the world that officially 
authorizes the sale of a certain proportion of its medical seats (both undergraduate and specialist) 
through private medical colleges (Rao, 2013). Physicians interviewed in this study believed that 
privatisation has negatively impacted graduate and specialist medical training. They believe it 
has commercialized medical education by adding a capitation fee, in addition to the usual tuition 
fee. They suggest that the ability to pay, rather than merit, is determining which doctors can 
become a specialist in India. One of the physicians, in their late twenties, currently practicing in 
a leading private hospital, and simultaneously preparing for the specialist entrance examination, 
stated that: 
 
This will be my 3
rd
 attempt for the PG-entrance examination. In the last two attempts, I could 
not get a seat in a government college. Although, last year I was offered a seat in a private 
medical college in radiology; but I could not afford to pay the capitation fee. Later, I learned 
that they sold that seat to someone for 1 crore rupees (170,000 USD). If this is the case, it is 
better to receive higher education abroad (Physician-7). 
 
Another male physician, aged 26, from a middle class family, who had studied medicine in a 
government medical college expressed concern over the capitation fee levied by private medical 
colleges. He commented that: 
 
I think taking up a PG seat in a private medical college is almost impossible for me because it 
is very expensive. The private medical colleges in India sell their seats, charging between 1 
and 2 crore rupees (170,000-240,000 USD). In this case, tell me what should I do? The only 
choice left is to migrate (Physician-8). 
 
Specialist medical training in India has become very expensive, since a majority of it is imparted 
in the private sector through private medical colleges. This also indicates the government‘s 
inability to impart a significant proportion of the training (both undergraduate and specialist) 
through government medical colleges; it seems their intention is to leverage the private sector for 
this purpose. Moreover, some physicians who were interviewed also contend that, on completion 
of the training programmes offered by the private medical colleges, those physicians are likely to 
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work in the private sector which offers lucrative salaries, or they migrate to another country with 
greener pastures. 
 
iii) An ambiguous specialist screening process: During 2011 and 2012 an amendment was 
introduced in relation to the screening process for entry into the specialist medical training 
programmes in India. This amendment was designed to replace the earlier decentralized system 
for conducting post-graduate pre-medical entrance examinations with a centralized system, 
called the National Eligibility and Entrance Test  Post-graduate (NEET-PG). The physicians 
interviewed in this study expressed dissatisfaction with the way the transition from the old to the 
new system occurred. In particular, they were skeptical about the new selection process and its 
outcome. They believed it had added further to their frustration with the existing cumbersome 
entry process. A physician who previously emphasised the limited number of specialist training 
vacancies, especially in the government medical colleges, also expressed dissatisfaction with the 
new specialist training screening process. She said that: 
 
The present screening process is in a very bad state. The post-graduate entrance examination 
results conducted by the NEET-PG haven’t come yet because of the Supreme Court verdict. 
So, the doctors are going to migrate. No doctor is going to stay here and wait for the results 
(Physician-6). 
 
The physicians also expressed dissatisfaction with the nature of the questions asked in the post-
graduate entrance examination. They argued that the questions were more theoretical and 
required a good memory rather than clinical or practical insights. One physician in the mid-
thirties who sat both the NEET-PG and the licensing examination of Australia (i.e. AMC) shared 
that: 
Considering the present scenario of the post-graduate entrance examination in India, the 
situation is getting extremely difficult. The questions asked in the NEET-PG are tougher as 
it’s a test of theory whereas the questions we get in the AMC are clinically based which 
requires more practical insights. I think it is easy to crack AMC than NEET-PG                  
(Physician-4). 
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The above interviews with physicians revealed their dissatisfaction towards specialist medical 
training in India. Such dissatisfaction was first identified in the screening process, and the new 
system that was adopted to select doctors for specialist training. It also illustrated perceptions 
that the questions asked in the post-graduate entrance examination in India rewarded good 
memory rather than clinical skill and were not a good assessment of a person‘s potential.    
 
iv) Caste based reservation in medical education: The Constitution of India reserves a certain 
proportion of vacancies in medical colleges, in both the private and public sectors, for socially 
and economically disadvantaged groups called the Scheduled Caste (SC) and the Scheduled 
Tribes (ST). The physicians interviewed believed that the provision of these reserved places 
further limited the vacancies for specialist training and increases the level of competition. Most 
of the physicians, while raising the issue of limited vacancies, also expressed their concerns 
about caste based reserved places. 
 
One of the physicians shared his views that caste based reservations limit specialist training 
opportunities among many general category physicians (those who do not have reserved places), 
as well as influencing their migration intentions. He said that:  
 
The reservation in M.S. and M.D. courses is a big hindrance for the general category 
students. Doctors who do not have the liberty to avail the reserved seats are migrating abroad 
to do specialization (Physician-3). 
 
Another male physician, in his late thirties and working in a government hospital, expressed his 
dissatisfaction about reserved places for specialist training. He noted that: 
 
I would like to focus on the caste based reservation in the post-graduate (PG) entrance. I 
think this is not fair. Those who have a reservation can easily get a seat in the government 
medical college whereas, in spite of our hard work, we don’t even get a seat. In my opinion 
there should not be any reservation at the PG level, it should be exclusively based on merit. 
Moreover, due to such a reservation many doctors are not able to study PG, and they are 
travelling abroad for higher studies (Physician-9). 
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A few physicians also felt that a certain number of reserved places based on caste are acceptable 
at the graduate level, but not for specialist medical training where the selection should be based 
purely on merit. According to some reserved specialist training places for economically 
disadvantaged groups affected the general category physician‘s intention to migrate since it 
directly impacted upon their chance of getting into specialist training programmes in India.  
 
v) Lesser importance of specialization in nursing: The quantitative findings noted a significant 
difference between physician and nurse responses when it came to the link between specialist 
training and career prospects in India. The physicians generally reported that specialist training 
in medicine is vital in broadening their career prospects. In contrast, the nurses had a different 
opinion about specialization. Most nurses felt that specialist training in nursing may not give 
them an edge when it comes to securing a lucrative job in India. A possible explanation for the 
difference between physicians and nurses responses emerged in an interview with an early career 
nurse, who was undergoing a traineeship in a government hospital. She expressed the following 
sentiment: 
 
I may be interested to do an M.Phil. or PhD in any subject, but no further studies in 
nursing. I have studied enough of nursing. I have done a B.Sc. in nursing. Even if I do an 
M.Sc. in nursing, it is equal to a B.Sc. when it comes to getting a job. In India, there is no 
difference between a B.Sc. and M.Sc. in nursing. The hospitals treat both degrees 
equally. Hence, there is no use doing a M.Sc. in nursing. A B.Sc. nurse gets a job, 
whereas a M.Sc. in nursing does not obtain an advantage over getting a job (Nurse-3). 
 
This statement suggests that nurses may see a specialist degree in their field of little benefit in 
securing a lucrative job in India. Hence, this could be one reason why only a small proportion of 
nurses in the survey agreed that their career opportunities may cease in India without specialist 
nursing training. 
 
In summary, the analyses of the interviews related to educational factors identified areas (such 
as: limited vacancies in government medical colleges; the privatisation of medical education; the 
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hefty capitation fees; the ambiguous screening process; and the caste based reservation system in 
India) as important predictors influencing Indian physicians to migrate to another country. But 
that these factors were not as important to nurses.  In the following section the researcher 
analyses the institutional level workplace factors and examines its effects on the migration 
intention of Indian physicians and nurses involved in the current study. 
 
6.1.3 Workplace factors 
The analysis of interviews confirms some survey results, especially those related to workplace 
issues in India. In addition, the interviews also identified additional specific workplace related 
issues that influence the job satisfaction levels of the physicians and nurses that potentially drive 
them to consider international migration. Four themes that emerged from the analyses of the 
interviews for the workplace factors are discussed below. 
 
i) Workload challenges: Excessive workloads in Indian hospitals were identified as an important 
issue by both physicians and nurses. The nurses reported that they had worked overtime, 
performed regular night shifts, and monitored patients beyond the stipulated norms of eight 
hours. Further, the nurses reported that, on many occasions, they had to handle 3-4 ICU 
ventilator patients in tandem. It was evident that the workload levels were taxing the nurses 
physically and mentally, and challenging their work-life balance. Moreover, working without 
appropriate breaks and performing continuous night shifts in critical areas like ICU and 
emergency services exposed nurses to the risk of committing errors in patient care. One nurse 
with experience working in ICUs in government hospitals expressed dissatisfaction with the 
duration of their working hours. She stated that:  
 
Nurses in India are very hard working. We do night shifts for 6-10 nights in a month, and in 
ICU we handle 3-4 cases with ventilators. We hardly get breaks. I think these kinds of 
irregularities are not possible in Australian hospitals (Nurse-4). 
 
Another senior female nurse, aged 38 years, with over ten years‘ experience in different hospitals 
in India and the Middle East, expressed a similar opinion about the increasing workload of 
nurses in Indian hospitals. She mentioned that: 
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The working hours of a nurse is usually eight hours in a day, and this norm is followed in all 
hospitals, be it in India or Australia, or the U.K. But in India many times we have to work 
overtime and night shifts without extra money. It is very hectic, physically and mentally          
(Nurse-7). 
 
Similar views were also expressed by the physicians. They believed that practicing in developed 
countries, such as Australia and the U.S., may not be as taxing since these countries were 
perceived as strictly adhering to the norms of safe clinical practices, be it staffing levels or 
working hours. A physician who worked for a private hospital said:  
 
In India, we have to work very hard and for longer hours. We have to put many hours in at 
work and I think this may not be the case in Australia or any other developed country since 
their norms are stringent (Physician-6). 
 
The challenges related to physicians‘ availability and its implications for an increasing workload 
was clearly visible in rural areas. A young physician, in their late twenties, worked for a leading 
private hospital in a city, and who had previously served in rural areas, discussed the increasing 
burden of work in a government owned primary health centre. He commented that:  
 
My last posting was in a (XYZ) where the population was over 100,000 and there were just 
two doctors. Every day we used to see more patients and, moreover, we used to get patients 
from the adjoining places also. I doubt if any doctor in a developed country could ever see 
this number of patients in a day (Physician-7). 
 
This complaint signifies the increasing workload as an important predictor of dissatisfaction 
amongst participant physicians, and a factor influencing them to think of switching their job, or 
to consider migrating to a country which offers comparatively better working conditions.  
 
ii) Differences in the dignity between physicians and nurses at work: The nurses interviewed 
expressed their strong dissatisfaction with the way they were treated, especially by physicians in 
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the hospitals. They believed their profession lacks dignity and respect in India. The nurses 
received little appreciation and recognition for their dedicated and skillful patient care. Also, it 
was perceived that the physicians always took the credit for success, while the important role of 
the nurses was ignored or rarely appreciated. One male nurse, in his mid-twenties and working 
for a private hospital, gave the following statement when asked about the key reasons behind 
international migration: 
 
I think the key reason for migration among Indian nurses is the poor salary; and secondly, 
our profession lacks respect in India. Here doctors are highly respected. The doctor attends 
to the patients for a shorter period, and after that it is the nurse who takes care of the 
patients. But, we don’t get respect from the patient nor from his family members (Nurse-2). 
 
Another female nurse, aged 27 years, working for a government hospital in an Indian city, also 
expressed a strong dissatisfaction about the status of nurses in India. 
 
At times we have to do the job of a sweeper and physician also. If we commit a minor mistake 
we are scolded by the doctors and they treat us in an undignified manner. For good work we 
hardly get any appreciation (Nurse-1). 
 
While a poor salary in the home country was highlighted by the nurses as an important factor 
contributing to international migration, other factors, such as a lack of respect and self-esteem at 
the workplace, were equally emphasized by them as important factors influencing their intention 
to migrate. It was believed that nurses not only receive inferior treatment by the physicians in the 
hospital, but their profession was also given less respect by society at large. In addition, there 
was a belief among the nurses that, unlike India, in developed countries nursing is a dignified 
profession that is respected both by physicians and society.  
 
iii) Feeling dissatisfied at work: Both groups of health professionals were found to be 
dissatisfied about the lack of professional ethos at the workplace. The physicians mainly 
commented about the absence of teamwork, while the nurses pointed out systemic deficiencies 
and lack of supervisory support as important factors influencing their international migration 
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intentions. The absence of team work and poor coordination between physicians and nurses was 
noted in an interview with a physician who stated:   
 
I think in foreign countries there is good coordination between doctors and nurses. They have 
the capacity of working in sync with the doctors. There the nurses are efficient. In India, there 
are many nurses who do not even know the name of the instruments they are working with 
(Physician-9). 
 
Systemic deficiencies, such as the non-existence of standard operating procedures (SOPs), were 
another issue highlighted by the nurses that they believe is driving nurses to consider 
international migration or job attrition. Consistent with this finding, one of the entry level nurses, 
aged 23 years, and who studied nursing in a government college, strongly expressed her 
dissatisfaction towards the workplace in which she has worked for the last six months, namely:  
 
I want to leave India because the working system is totally chaotic, no standard guidelines 
are in place, and I feel hopeless working here (Nurse-6). 
 
Likewise, some nurses expressed their doubts as to whether the hospital they worked for had 
SOPs (for patient care and treatment) in place or not. These comments suggest that the nurses 
believe they are a neglected group within the healthcare team, and that they work in an 
environment where there is little institutional support for good practice.  
 
iv) Inadequate lucrative and promising employment opportunities: The interviews with the 
participants revealed another push factor, which was sometimes difficult to separate from 
professional development or career prospects, namely, a lack of promising and lucrative 
employment opportunities. Both physicians and nurses highlighted problems associated with the 
healthcare labour market in India. The nurses asserted that while vacancies are largely available 
in the private sector, they are neither lucrative nor promising. In particular, they highlighted that 
the existing job vacancies that are existing within the private sector hospitals offers lower wages 
(due to relative oversupply) and little opportunities for professional development. One of the 
nurses who previously highlighted systemic deficiencies and the lack of SOPs in hospitals, also 
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mentioned the unavailability of promising and lucrative job opportunities in India, as outlined 
below: 
 
I think nurses are migrating abroad because, in India, the numbers of trained nurses are too 
great, and the health system is not able to generate quality vacancy (Nurse-6). 
 
The following two statements reflect physicians‘ concerns about the limited career prospects and 
the lack of opportunities for professional development, especially for young graduate doctors in 
India: 
 
At the level of MBBS there are no good opportunities at all except for joining private 
hospitals at a junior level (Physician-8). 
 
The opportunities and career prospects are limited here (Physicians-6). 
 
However, it should be noted that the physicians who expressed these views were mainly entry 
and early career level professionals. It may be that, as and when they become more experienced, 
their career prospects may improve.  
 
While the survey findings did not establish any association between workplace factors and 
intention to migrate, the analysis of the interviews explored different workplace factors that the 
participants perceived as influencing their international migration intentions. As reported in the 
interviews, unfavourable workplace conditions, such as a lack of a professional ethos, inadequate 
career prospects, a lack of dignity at the workplace, workload challenges, systemic deficiencies, 
and a lack of team work, as well as poor collaboration between physicians and nurses, were 
found to be key elements of dissatisfaction among the participants, primarily the nurses. In the 
following section, the financial push factors of migration, in respect of the source country (India) 
is analysed in greater detail. 
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6.1.4 Financial factors 
The interviews confirmed some survey findings in relation to the low salary of physicians and 
nurses, and its influence in their intention to migrate. In addition, the interviews also addressed 
the financial hardship of nurses in India, and its implication on their intention to migrate to 
Australia. Moreover, the interview findings were categorised into two broad headings: macro and 
micro financial factors. The macro financial factors highlighted broader economic indicators, 
such as rising inflation and the low government spending on healthcare, whereas micro financial 
factors predominantly related to the individual earnings of the physicians and nurses. Both micro 
and macro factors influenced the participants‘ migration intentions. Three themes emerged from 
the interviews relating to financial factors, as follows: 
 
i) Poor salaries of physicians and nurses: The nurses who participated in this research study 
expressed a strong dissatisfaction with their salary. When asked what motivates them to emigrate 
from India, most emphasised salaries, as well as the personal and workplace factors already 
identified and presented in the earlier sections of this chapter. The nurses believed their salaries 
were low compared to that of other professionals of the same grade in different industries. One 
nurse, aged 29 years, with over five years of experience in clinical nursing, mostly in private 
hospitals, highlighted the ‗financial factors‘ of migration and compared the salary of nurses to 
other professionals, stating that:  
 
According to me the most important factor is ‘money’. Generally speaking, in India and in the 
hospital I am working, nurses are paid very less remuneration. If I compare my salary with 
other professionals it is peanuts. A fresher who had just completed a bachelor in nursing gets 
3000-5000 rupees (less than 100 USD) a month, whereas if the same nurse just added an 
MBA to her qualification, her salary would become 10 times that in the IT sector (Nurse-8). 
 
This suggests that the poor salaries of nurses in India not only contributes to international 
migration but may also promote inter-sectoral migration, further exacerbating the shortage of 
nurses in the country. The substantial differences in the pay scales noted between nurses and 
other professional workers within the country were perceived by the participants as denigrating, 
and could be a major source of frustration leading to attrition and the international migration of 
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nurses. Similarly, the nurses highlighted the differences in the pay scales between private and 
public hospitals across India. According to them, there is a substantial difference in the pay scale 
of nurses working in private and public hospitals; in some cases this difference of salary is about 
two to three times more in the public hospitals. One nurse, aged 28 years, working in a leading 
private hospital in a large city, raised the differences in the salary of nurses between private and 
public hospitals, stating that:  
 
First of all it is very difficult to get a job in government hospitals since the vacancies are 
limited, and if you manage to get one your salary would be around 14-15K, whereas in a 
private hospital the salary is just a waste. Interviewer: How much do you mean? Nurse-3: 
Hardly 3-5 K (Nurse-10). 
 
Some of the physicians expressed similar views about the low salaries in India. However, the 
only difference observed between the responses of the two groups was in regard to their pay 
scale across the private and public sectors. Unlike the nurses, who highlighted the poor salary 
structure in the private sector, the physicians highlighted the low salary in the public sector. One 
of the specialist physicians associated with a government teaching hospital stated that:  
 
The pay of Indian doctors is very less, especially in the government sector. The residents are 
paid somewhere around 30,000 (USD 500 approx) per month. I am working as a lecturer and 
I am paid only 55,000 (USD 900 approx) per month. The pay factors attract Indian doctors to 
emigrate (Physician-3). 
 
As well as low salaries, the physicians highlighted the wage differences between India and the 
developed countries. There was a belief amongst the physicians that in India it was not possible 
to earn the same salary one could earn in a developed country, irrespective of where one works 
and how much one works.  
 
ii) Income is not commensurate with rising inflation: The nurses interviewed expressed their 
grave concerns about rising inflation in India. In contrast, the interviewed physicians did not 
express these concerns. The nurses highlighted the financial difficulties faced by them, such as 
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their poor salary and the high cost of living. They highlighted that the salary they earn is scant 
and insufficient to maintain a decent life.  At times they had to depend on their family and 
friends for additional financial support. Some of the entry and early career level nurses 
highlighted their low salary and their concerns about India‘s rising inflation. The following 
examples illustrate the types of comments made in the context of this theme: 
 
 
 5000-6000 salary is no salary at all with the rising cost of living (Nurse-3). 
 
With just 5000 Rupees (less than USD 100) a month, I cannot think of leading a decent life. 
Every month I had to borrow money from my parents and friends. The prices of 
accommodation and food are rising day-by-day but our salary is not rising accordingly 
(Nurse-10). 
 
The interviews also revealed that the nurses‘ and their families‘ experienced greater financial 
hardship due to the higher cost of nursing education, mainly in the private sector. Since a 
majority of the nurses are trained through private nursing colleges, they have to pay higher 
tuition fees compared to government colleges. In many cases their education is supported by 
bank loans, which later impose significant financial burden on both the nurse and their 
immediate family. For example, one nurse participant, aged 23 years, who had recently 
completed a traineeship and had obtained a full-time job in a private hospital, said: 
 
In private nursing colleges the tuition fee is about 60,000-120,000 rupees (USD 1000-2000) 
per year, depending on the college. In many cases, nurses take bank loans to support their 
education. Without a good job it is very difficult for a nurse and her family to repay the bank 
loan (Nurse-5). 
 
An analysis of the interviews highlighted the financial hardship experienced by nurses who 
participated in this study, as well as the poor return on investment from nursing education in 
India. Therefore, to evade these difficulties nurses search for lucrative job opportunities 
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overseas, or in another industry, that offers better pay and financial incentives to compensate for 
their financial debt.   
 
iii) Low spending by the government on healthcare: The participants (both physicians and 
nurses) highlighted low government spending on healthcare. They perceived this as one of the 
most important contributors to physician and nurse emigration. In particular, physicians 
emphasised the poor investment by the government in medical education, whereas the nurses 
highlighted the limited job opportunities in government hospitals due to poor investment in the 
public health system.  
 
The participant physicians perceived that Indian physicians who were considering immigrating 
overseas tended to be early level professionals who are denied post-graduate training in the 
government medical colleges, despite their consistent efforts to become enrolled. They asserted 
that the government must invest more to establish medical colleges that could offer both 
undergraduate and specialist medical training. One physician shared the following view about 
the impact of the government‘s poor investment in medical education:  
 
The government should build more medical colleges. The student base is increasing every 
year but government vacancies are very limited (Physician-2). 
 
Like the physicians, the nurses focused equally on the poor investment in healthcare by the 
government. When asked about the impact of low government spending on health, one nurse 
replied:  
 
Nurses are leaving India because vacancies are very limited in government hospitals and the 
government lacks expansion plans. The private hospital pays less of a salary. If I get a 
government job I may not think of leaving my country (Nurse-6). 
 
This quote illustrates two important issues for nurses, the poor salary of nurses in the private 
hospitals, and the low public investment in healthcare, which limits access to more secure and 
better paid government jobs. It appears that for some nurses the conditions of Indian public 
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hospital employment would be sufficient to outweigh the benefits and disadvantages of 
migration.  
 
The findings show that Indian physicians and nurses are influenced by personal, economic, 
educational, and workplace factors for international migration. However, they also mention how 
the social environment in which they are living also influences their intention to migrate. In the 
following section, these social factors influencing the migration intention of physicians and 
nurses are examined in greater detail.  
 
6.1.5 Social factors 
An analysis of the interviews showed that social factors influence the migration intentions of 
these Indian physicians and nurses. This result confirms the survey findings relating to the 
encouragement and local support of family members, relatives, and friends residing in India as 
being factors that encouraged or supported migration. It also provided further insights into how 
their migration intentions were influenced by the information they receive from their friends and 
relatives abroad, such as in Australia. In addition, the interviews analyse how the perceived 
capacity for cultural adaptation also influences migration intentions. The following four themes 
emerged from the interviews relating to the social factors of international migration.  
 
i) Local support from family and friends in India: The analysis of the interviews revealed that 
both physicians and nurses reported receiving encouragement and local support from their 
immediate family members, such as their spouse, parents, or friends in India, who encouraged 
them to migrate to another country, including to Australia. A nurse who was encouraged by her 
parents to migrate overseas for further study stated: 
 
I completed nursing last year from (XYZ) nursing college and currently I am exploring 
opportunities to pursue higher studies in healthcare management from abroad. I am 
considering Canada as an option, but I am not sure. If I get a good university in Australia, I 
may also go there. I am aware that university education is very expensive there, but I have the 
full support of my parents (Nurse-5). 
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A few physicians also reported being encouraged to migrate by friends and colleagues in India. 
As a result they received mutual support within their circle of friends and shared information and 
other resources. A physician who spoke about the arrangement for sharing resources and 
information within the group mentioned that: 
 
I have a couple of friends whom I have known for years as we studied together in medical 
college. We are planning on migrating and are looking for opportunities in Canada and 
Australia. In our group, if we have any important information or resources we share and it 
helps us a lot (Physician-8). 
 
Another nurse in her late twenties, married with a child, highlights the encouragement she 
receives from her spouse in relation to migrating overseas. She stated that: 
 
My husband encourages me to migrate. He knows that being a nurse gives me a very high 
chance of migrating to a developed country, and we both think it will give us a better 
living(Nurse-4). 
 
The above quotes suggest that the intention to migrate for both physicians and nurses may be 
influenced by the encouragement and support they receive from family members and friends in 
their home country.  
 
ii) Informed and influenced by family and friends abroad: Some Indian physicians and nurses, 
who were considering migrating to Australia, reported receiving information and support from 
someone in their social network, such as a friend, or a family member or relative settled in 
Australia. One physician reported receiving information from a friend based in Australia: 
 
Some of my medical college friends are practicing medicine in regional Australia in spite of 
the limited registration. Since they have been settled there for many years they know the ways 
of getting into the health system, and they are asking me to appear for the AMC exam, and 
have invited me to visit Australia. I think it’s important to know the right people who can 
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provide you with correct and timely information, and genuinely guide you to secure a job 
there (Physician-3). 
 
Two nurses also reported receiving information from a close friend based in Australia, as 
outlined in the following statements:  
 
I am very much interested in working in Australia since I have a close friend working there. 
He is also a PR (permanent resident) of Australia. I have been gathering the necessary 
information from him about getting to Australia to practice nursing. He has been very helpful 
and if everything works well I will be migrating to Australia by the end of this year (Nurse-2). 
 
Most of the reliable information I get is from my friends who are living in Australia. They are 
guiding me in how to choose what path should be followed. The main guidance is from my 
friends (Nurse-1). 
 
The first-hand information and advice the Indian physicians and nurses receive includes: 
information about entry requirements into the Australian health system (such as the medical and 
nursing registration process), advice on limited registration and practicing medicine (mainly in 
rural and regional Australia), advice on appearing for and passing the Australian Medical 
Council (AMC) examination, the available bridging courses for nurses, information about IELTS 
requirements, and immigration opportunities (such as permanent residency (PR), working visas, 
the standard of living, job opportunities, earnings, entering and settling into the Australian 
system, and so on and so forth). The information tends to be specific and is perceived as reliable 
and relevant to the needs of the Indian physicians and nurses, and is not available elsewhere.  
 
iii) Rise in social status in the home country: The survey results found that a majority of the 
nurses and physicians believed their social status and prestige would rise in their home country 
due to an overseas migration experience. In the interviews the physicians believed that 
undergoing advanced training and practice in developed countries would enhance their skills and 
experience. This, in turn, would enable them to access better job opportunities and respectable 
positions upon their return to India.  
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One female physician, aged 29 years, whose interview extracts have been quoted previously on 
different occasions, also believed that the experience of international migration would raise the 
social and professional status of health professionals on return to India, stating as follows: 
 
…most of the CEOs in the Indian hospitals, especially in the private sector, and a 
majority of the eminent doctors in India are either foreign returned or foreign trained. 
They have returned from countries like the U.S., the U.K., and Australia (Physician-2). 
 
Similarly, another physician, born in a rural setting, aged 27 years, and who had practiced 
medicine mainly in private hospitals located in cities, believed that international migration, 
mainly to developed countries, would improve the social status and prestige of health 
professionals noting:  
 
If you get a visa stamp of a developed country on your passport, your status and prestige 
just goes to a higher scale in India (Physician-1). 
 
Likewise, the nurses believed that migrating overseas would give them an opportunity to live and 
work in a multicultural environment and also provide them with the chance to learn the 
necessary technical and soft skills. These experiences and skills would help them to secure 
respectable positions in Indian hospitals on their return home, thus improving their professional, 
social, and economic status. For example, one nurse commented:  
 
When an Indian nurse migrates and acquires the experience of developed countries, they 
get well versed with their technology and other skills. And when they return to India, they 
are often given managerial positions (Nurse-10). 
 
Furthermore, the nurses also highlighted their low social status in India. Some of the female 
nurses shared instances of difficulties faced in finding a suitable match for marriage because of 
the stigma associated with the profession. They opined that Indian society still considered 
nursing a low-level profession associated with mobility and night shifts. Other nurses believed 
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that their poor salaries impeded them from leading a dignified life, which in turn contributed to 
their declining social standing.  
 
iv) Cultural adaptability: There was a belief, mainly among the physicians, that they are flexible 
and can easily integrate with other cultures and work environments. They perceived Indians as 
receptive to other cultures and adaptable to different working conditions. Most of the physicians 
involved in the interviews highlighted that Indian doctors have been migrating for decades and 
their presence and significant contributions are well acknowledged in almost every country‘s 
health system. One physician, who had previous experience studying and practicing in Australia, 
expressed his views about cultural adaptability of Indian physicians in Australia, stating that: 
 
I have friends in Australia who are well settled, no complaints whatsoever, having family, 
kids, and everything. Also there are people who have just come from India, stayed for six 
months, could not cope and left. So, there are different kinds of people. But, overall, I feel 
Indians can adapt to any country because if you look at the statistics Indians are there in 
every health system, be it Australia, Canada, the U.S. or the U.K. (Physician-4). 
 
This suggests that the capacity to adapt to different cultures varies from person-to-person and 
depends on the individual‘s motivation to accept and adhere to the norms of the cultural and 
social system of another country. For example, one physician noted: 
 
When we can mix with the UN’s peace keeping forces in Uganda, I do not think 
integrating with Australian culture would be a problem (Physician-2). 
 
Likewise, interviews with nurses revealed a mixed response about their perceived ability to adapt 
to different cultures and a new work environment. A few nurses highlighted the multicultural and 
westernized features of Indian society, and opined the growing acceptability of the western 
culture among Indians. They perceived the dynamic features of the Indian society have prepared 
them to blend easily with other cultures. The nurses also emphasised their adaptability to 
technologically advanced working conditions. They believed that their exposure and training in 
large private hospitals in India has prepared them to work in any state-of-the-art environment of 
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a developed country, such as Australia. They also believed that adaptability to a new culture is a 
step-wise process. For example, a nurse who migrates to a new country may struggle in the 
beginning and suffer culture shock, but with time she tries to adjusts, accepts, and finally adapts 
to the situation.  
 
As presented above, Indian physicians and nurses considering emigration are often pushed by 
personal, educational, workplace, financial and social factors. However, they also referred to the 
presence of other facilitating factors within their home country that play a supportive role in their 
intention to migrate internationally. The importance of these facilitating factors is illustrated in 
the next section.  
 
6.2 Facilitating factors of international migration 
In the interviews, a variety of responses were obtained from both groups of health professionals 
relating to the facilitators of international migration. These factors played supporting, as well as 
intermediary, roles in encouraging Indian physicians and nurses to emigrate. While the 
physicians primarily highlighted the impact of globalisation and the role of information 
technology, the nurses predominantly emphasised placement agencies as important facilitators 
encouraging them to convert their migration intentions to action. The three themes that emerged 
on analysing the interviews for the facilitators of international migration are presented below: 
 
i) Impact of globalisation: Globalisation can be described as a process that encompasses the 
causes, courses, and consequences of transnational and transcultural integration of human and 
non-human activities (Al-Rodhan & Stoudmann, 2006). It can be argued that globalisation has 
resulted in the mobility of goods, services, labour, technology, and capital throughout the world. 
In particular, in the interviews some participants identified globalisation as facilitating the 
smoother movement of health professionals from India to other countries, as well as assisting the 
mobility of other professionals across the globe. It was also evident that physicians were keeping 
abreast of the changes caused by globalisation and were often influenced by its effects. One 
physician expressed his views on globalisation in the following way:    
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The world has become a global village. Things are not the same as they used to be in the 
past. Globalisation has changed the world drastically. One can travel and communicate 
between the east and the west with minimum time and effort (Physician-1). 
 
In addition, the physicians also emphasised the benefits of the international migration of health 
professionals. In particular, they highlighted that the temporary movement of Indian physicians, 
mainly to developed countries, would benefit both the migrant and the home country. One 
physician who spoke about the benefits of international migration in the globalised world noted 
that: 
 
If an Indian doctor migrates to a developed country for a shorter period it is good for him 
and the country because when he returns he comes with advanced knowledge (Physician-6). 
 
The above quotes indicate the awareness among physicians about the advantages and 
disadvantages of international migration. Also it is evident that the physicians understand the 
benefits and implications of temporary migration. 
 
As a result of globalisation the participants also spoke about the advancement of the information 
technology (IT) and communication sectors. They discussed how the rapid growth of the IT 
sector in India had facilitated the increased mobility of physicians and nurses to developed 
countries. They spoke mainly about the popularity of the internet, social media, blogs, on-line 
job portals, and on-line forums which assist Indian physicians and nurses to gain exposure to the 
world outside India. In the next section the important role of IT and its influence on the 
migration intention of Indian physicians and nurses are presented in more detail.   
 
ii) Information technology (IT) facilitating information access: In the interviews, the role of IT 
in facilitating the overseas migration intention of the participants was equally emphasised by 
both the physician and the nurse groups. However, there was a difference in the way they 
reported accessing and analysing the information available in cyberspace, and how they utilised 
such information to facilitate their international migration intentions. Most of the physicians 
expressed the view that the internet, in particular the Google search engine, was an important 
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platform from which to obtain preliminary information about any aspects of the international 
migration process. Google also sensitised them to the electronically available information on the 
web. After acquiring the preliminary knowledge of the whereabouts of information they then 
preferred to access the official websites of the institutions responsible for the migration and 
medical licensing process in the destination countries. In this way they believed they had 
accessed the most relevant, reliable, and updated information from the correct sources, at the 
right time.  
 
The nature of information sought by the physicians through the web included, in the main, 
licensing examination details, eligibility criteria, application process details, examination centres, 
due dates, visa rules, English language requirements, and vacancies related to job and residential 
training at the destination countries. Physicians who spoke about the internet and its usage in 
facilitating their overseas migration intentions made the following statements: 
 
The entry rules, visa, and English requirements keep on changing and I think it is very 
difficult to keep a track of the changes without the internet (Physician-6). 
 
It is important to refer to the official website because they are reliable and updated regularly 
(Physician-8). 
 
The physicians also highlighted the importance of blogs and other electronic social media 
platforms in cyberspace to obtain supplementary information that would assist them in their 
move to another country. They believed that blogs and social media forums enabled physicians 
to access certain grey information that was unavailable on the official websites, such as: what 
books to refer to pass the licensing examination, tips to obtain the required band in the IELTS 
examination, and any internal job vacancies or residential training vacancies not posted on the 
official sites or job portals. In addition, the internet also provided the physicians with a platform 
by which to get connected to friends, seniors, ex-colleagues, and prospective migrants who have 
additional information, or who have migrated to a foreign country. In contrast, for nurses, the 
internet was a secondary source of information, while their friends, placement agencies, and ex-
colleagues were their primary sources. The approach of nurses regarding the access of 
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information through the web was to confirm the information they had received from their 
primary sources. For example, one nurse stated: 
 
For me the first step to seek information about overseas employment is to ask my friends or 
colleague and then I can Google also (Nurse-5). 
 
Like the physicians, the nurses also highlighted the role of social blogs in facilitating their 
overseas migration intention. However, the nature of the information obtained through social 
blogs and other web platforms diverged between the nurse and physician groups. The nurses 
primarily accessed information related to job vacancies and licensing examinations in the 
migrating country. In contrast, the physicians used the internet to obtain information in a wider 
context, covering both visible (formal) and grey (informal) information. This suggests that the 
physicians were more technologically driven and more dependent on the internet compared to 
the nurses when it comes to accessing information regarding international migration.  
 
iii) Influence of private migration and placement agencies: While both the physicians and 
nurses spoke about the supporting role of private agencies in facilitating international migration, 
the nurses in particular emphasised the agencies‘ involvement in facilitating their desire to 
migrate. It was interesting to note that almost all the nurses interviewed had visited at least one 
migration agency in the past to gain information about emigration and suitable job opportunities 
abroad. In most cases they were referred by their friends and, in a few cases, the college in which 
they studied facilitated their interactions with the agencies, as illustrated in the following 
statements: 
 
I know certain placement agencies that run short-term courses for nurses on IELTS 
preparation and offer personality development training (Nurse-2). 
 
While I was in my final year of nursing I visited some of the migration agencies. They are 
known to place nurses in the Gulf region, Australia and New Zealand (Nurse-5). 
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Some of my friends have been successful in migrating to Australia and Canada, and they 
are working in aged care homes. I think they have gone through some migration agent 
(Nurse-9). 
 
It is evident that nurses are exposed to the agencies in the early stage of their nursing career. The 
Gulf region, Australia, Canada, and the U.S. are the key countries or regions where the agencies 
direct them. A possible reason for this push could be the existing links or tie-ups of these 
agencies with the aged care centers and hospitals in these destination countries. The services the 
nurses obtained from agencies included: IELTS coaching, country specific information about 
licensing requirements and the examination process, visa processing assistance, personality and 
soft skill development training, documentation and preparation for job interviews. 
 
While the push India factors and the facilitating factors of international migration were critically 
examined and presented in the earlier sections of this chapter, it was also important to examine 
the pull India factors in order to better understand the determinants of migration in respect of the 
source country. For example, the factors impelling health professionals to remain in their home 
country may influence the overall mobility process, as discussed in the next section. 
 
6.3 Pull factors in India 
In comparison to the many factors identified in the ‗push India‘ section, only a few factors were 
postulated as ‗pull India‘ factors that motivated Indian physicians and nurses to remain in their 
home country. This is possibly because an increasing number of people are intending to emigrate 
or that those who were intending to migrate were more likely to participate in interviews. The 
findings from these interviews suggest that, in opposition to the push India factors and the 
facilitating factors of international migration, the pull India factors are mainly, influenced by the 
personal, professional, and social aspects of life. Three themes were identified by the analysis of 
the interviews, as detailed below.  
 
i) Patriotic views among the health professionals: Both the physicians and nurses suggested 
that patriotism was a reason for not permanently leaving India. They used phrases like the desire 
to work for one‘s country, serving the rural population, improving India‘s health system, and the 
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brain drain due to permanent international migration. It was interesting to note that both the 
physicians and nurses who expressed the desire to serve their home country were also keen to 
migrate, but for a temporary period. This suggests that they prefer to maintain a balance between 
serving their home country and advancing in their career. Accordingly, short-term migration 
would help to advance their technical skills and put them in a better position to serve the nation 
on their return to India. However, it was not clear how long they would like to be away from 
their home country, as nurses, in particular, were found to use the phrase—‗depending on the 
situation‘. The following statements provide an overview of such beliefs: 
 
If I migrate I would eventually want to come back to India and serve my country 
(Physician-6). 
 
I do not want to migrate permanently. I want to serve the people of my country 
(Physician-9). 
 
If I will go to Australia, I may not like to settle there permanently. I may work for a 
shorter period depending upon the situation and will return back to India. Ultimately I 
want to serve my nation (Nurse-4). 
 
The participants who showed a nationalistic attitude also expressed their concern about the brain 
drain. Their concern mainly related to the permanent nature of international migration since they 
believed long-term migration led to a shortage of both physicians and nurses in India, which 
impacted upon the fragile public health system. Physicians in particular felt that India was losing 
their home grown health professionals to richer countries, while the nurses expressed a view that 
international migration further exacerbated the problems of health services delivery in many 
rural communities. This suggests that a perceived social obligation could be a factor countering 
the factors driving migration and, potentially, the opportunity to attract back the health 
professionals who do migrate. 
 
ii) Belief in India rising: There was a feeling of optimism, mainly among the physician group, 
about India‘s healthcare sector. The physicians aspired to become a ‗physician entrepreneur‘. 
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They highlighted India‘s booming medical tourism industry and the opportunities it provided for 
establishing new businesses. Physician‘s who exhibited a sense of confidence in India, and more 
specifically in the growing private health sector, noted that: 
 
Medical tourism is a growing area of India’s healthcare industry. Many Indian doctors, 
trained in the U.S., the U.K., and Australia, are returning home. Patients across the 
globe are now choosing India as their treatment destination (Physician-6). 
 
I think it is the best time to start something of your own, the market is very conducive 
(Physicians-1). 
 
They also spoke about the return migration of Indian physicians, specifically from the developed 
countries. They believed that return migration was happening primarily because many well 
established Indian physicians, who had migrated in the past, were now able to realise the 
potential of India‘s economy and market conditions. All these perceptions signify an emerging 
confidence amongst some physicians for a promising future in India, and this perception is 
convincing them to remain in, or at least return to, their home country.  
 
iii) Family ties and responsibilities in India: The participants also gave reasons such as family 
ties and responsibilities for staying in India. These reasons were mainly reported by those who 
have family responsibilities, such as for their parents and other family members. For example, 
participants who highlighted these reasons stated:  
 
My parents are old and I need to take care of them (Nurse-6). 
We are a joint family (a family that is not nuclear) and I have a lot of responsibilities 
(Physician-10). 
 
These statements signify a sense of responsibility towards the family and family ties that are 
difficult to break. Furthermore, the participants also spoke about having a stable and satisfied 
practice/job in India, in which they were happy. Thus, it is evident that they were unwilling to 
consider any major displacement to their current situation.  
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6.4 Pull factors in Australia 
The interviews revealed that the pull factors attracting Indian physicians and nurses to immigrate 
to Australia were primarily influenced by a set of social, financial, labour market, and 
educational factors. Illustrations of these factors specifically for Australia are given in this 
section.  
 
6.4.1 Social factors 
Analyses of interviews confirm the survey results and revealed additional information relating to 
the social pull factors that attracts Indian physicians and nurses specifically to Australia. The 
three themes that emerged in analysis for the social factors are presented below. 
 
i) Options for family members in Australia: Career opportunities for family members, such as 
spouse‘s employment and children‘s education, at the destination country, are important 
considerations for the physicians and nurses. Such views were shared by both the married and 
unmarried participants. Specifically, the physicians believed that migrating to Australia not only 
results in financial gain but also offers better education and employment opportunities for their 
children and spouse. Similar views were expressed by the nurses who also emphasised the 
options for work visas for their spouse in Australia. According to them, the option of a spousal 
visa in Australia was an important consideration for migration. The following statements 
reflected such thinking: 
 
I think most of the Indian doctors migrate to Australia for money, a better quality of life, and 
for the future of their children and family (Physician-1). 
 
I believe migrating to Australia would ensure good education for my children and better 
employment opportunities for my spouse (Physician-2). 
 
Most of the developed countries have stringent rules for spouse visas and they impose 
limitations on their working. I think in Australia this is lenient. I think Australia encourages 
nurses to settle with their families (Nurse-7). 
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The above quotes indicate that, compared to other destination countries of similar economies, 
Australia offers greater career opportunities to the migrant health professional and their 
immediate family members; these factors attract Indian health professionals to Australia. 
Furthermore, the participants also spoke about a higher quality of life and superior living 
conditions in Australia, which was another social pull factor observed in the study. These views 
about better living conditions and access to quality public amenities in Australia are presented in 
the following theme.  
 
ii) Higher quality of life in Australia: A higher quality of life and better living conditions are 
considered important pull factors towards Australia. In the interviews these pull factors were 
equally emphasised by the physicians and nurses. Some physicians believed that migrating to 
Australia, as a developed country, would offer a higher quality of life and better living conditions 
for them and their families. A few physicians also highlighted the economic prosperity and 
stability of Australia, and pronounced it a peaceful nation that is ideal for settling down. A 
physician, who shared his views about Australia‘s standard of living and the facilities it offers to 
its residents, said: 
 
I have never been to Australia but yes I have learnt about it by watching Bollywood movies. I 
find Australia an absolutely beautiful country. The kind of infrastructure and facilities it offers 
to its people for living makes it a great country. I think because of these reasons it has become 
one of the preferred destinations for many Indian doctors (Physician-2). 
 
Similar to the responses reported by the physicians, some nurses also emphasised the higher 
quality of life and better living conditions in Australia. One nurse described it this way: 
 
No doubt about it, Australia is a very advanced country. I am sure every facility will be good 
there be it healthcare, transportation, or any other public amenity (Nurse-3). 
 
The above quotes by physicians and nurses suggest that they perceive that they would have a 
higher quality of life in Australia. Further, they believed that migrating to Australia would raise 
their standard of living as well as that of their family. Specifically, the nurses also spoke about 
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how a higher level of dignity and social status in Australia pulls many Indian nurses there; this 
factor is analysed in the following theme.  
 
iii) Higher level of dignity for nurses in Australia: Dignity in healthcare is a multifaceted and 
complex concept, and numerous attempts have been made to define the term. However, no 
definitive answer has been forthcoming; therefore, this term continues to be used in different 
ways (Franklin, Ternestedt, & Nordenfelt, 2006). Despite the complexities in defining the term 
‗dignity‘, the current research has used the definition of the Royal Nursing College (RNC), 
Wales, to understand the ‗dignity‘ of nurses. According to the RNC, ‗dignity is concerned with 
how people feel, think and behave in relation to the worth or value of themselves and others‘ 
(RCN, 2008). In the Indian nurses‘ interviews they were asked how a compromise on dignity at 
work may impact their migration intentions to Australia. All ten nurses highlighted their 
perception that, unlike India, nurses in Australia enjoy a higher level of dignity, and self-esteem, 
and their profession is respected both at work and in society. The nurses‘ who believed they 
would have a greater degree of dignity in Australia commented that: 
 
I have heard that Indian nurses prefer working in Australia over other countries because they 
are treated well by the doctors and the society at large (Nurse-8). 
 
Nurses are more respected in Australia than in India. There they live with full dignity and 
enjoy higher self-esteem (Nurse-4). 
 
Sometimes I feel that I will get more respect in a foreign country like Australia (Nurse-3). 
 
The above quotes suggest that the nurses interviewed had contrasting views of the nursing 
profession in India and Australia. In India they perceived that nurses had a lower level of dignity 
and self-esteem at work. For Australia, they had positive perceptions of nurses. Dignity in the 
healthcare settings is important. The participants gave examples about the kind of negative 
emotional reactions they experienced when their dignity was compromised, including anger, 
anxiety, humiliation, and embarrassment; these instances as noted from the above quotes can 
have a profound and enduring effect on them and their work performance (Clark, 2010). While 
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the above section focused on different social factors attracting Indian physicians and nurses to 
Australia, the following section discusses how the micro and macro financial factors, in respect 
of Australia, can attract Indian physicians and nurses to that country. 
 
6.4.2 Financial factors 
The interviews with the Indian physicians and nurses confirmed one of the bivariate survey 
findings in relation to the potential improvement of their financial status in developed countries, 
like Australia, and its association with ITM. The findings also revealed additional information 
relating to economic stability, job security, and higher salaries for health professionals in 
Australia. Two themes emerged from the analysis of the interviews related to the financial pull 
factors towards Australia, namely: 
 
i) Wage differentials between Australia and India: While low salaries in India were noted as a 
prominent push factor in the emigration intentions of physicians and nurses, conversely the 
participant‘s pre-conceived notion about the lucrative salaries of health professionals in Australia 
was a clear pull factor identified by this study. Both the physicians and the nurses emphasised 
the differences in the earnings of health professionals between the two countries. The nurses 
specifically highlighted how a wage difference could impact upon their living conditions and 
raise their financial, as well as their social status overseas. Two nurses‘ statements reflect such 
perceptions: 
 
Indian nurses migrate to Australia to earn dollars. The pay in India is much less compared to 
countries like Australia (Nurse-9). 
 
We can earn a good salary if we migrate to Australia. We cannot earn that much in India 
(Nurse-3). 
 
Likewise, the physicians asserted that there was a significant gap in the salary of Indian health 
professionals and the health professionals of developed countries, and that this attracts Indian 
physicians to countries that offer comparatively lucrative salaries. The statements of two 
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physicians discuss the wage differences between India and Australia (and other developed 
countries with similar economies): 
 
No matter how much you work or where you work in India, the salary in India and in 
developed countries like the U.S., the U.K. and Australia are incomparable. Indian hospitals 
cannot match it (Physician-2). 
 
When an Indian doctor migrates to another country like Canada, Australia, the U.S., or the 
U.K. he earns about ten times more compared to the Indian scenario, given the same amount 
of work one is performing in India (Physicians-1). 
 
The above quotes illustrate the perceptions of Indian physicians and nurses regarding achieving a 
higher financial status in Australia. They also signify the financial struggle, primarily of nurses, 
in India, and their belief that they will have a better social and financial life, if they migrate to 
Australia. In addition, both physicians and nurses spoke about how the broader economic factors, 
such as a stable economy, contribute to the improvement of the financial status of individuals 
residing in Australia.  
 
ii) Economic stability in Australia: The physicians and nurses believed that Australia‘s economy 
is stable. For example, its economy has a low inflation and there are lower unemployment rates 
compared to other developed countries with similar economies. This belief could be one of the 
reasons why some physicians and nurses intended to immigrate to Australia. As one nurse stated, 
she was positive about Australia‘s economy and compared it to that of the U.K.: 
 
Australia has always maintained its stable economic growth, unlike other developed 
countries…like the U.K. I think it has a lower unemployment rate [and].... Their economic 
policies are favourable; therefore there is very limited gap between the rich and the poor 
(Nurse-6). 
 
Similarly to the nurses‘, physicians also had positive perceptions of Australia‘s economy and 
noted that Australia had low inflation and its unemployment rate was declining compared to that 
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of the U.K. and other developed European countries. They also opined that Australia‘s fiscal 
policy provided equitable opportunities to all segments of its population. A physician who spoke 
about Australia‘s economy commented that: 
 
Though I haven’t travelled to Australia…what I know from different sources is that, unlike 
India, there is not much inflation in Australia. Further, the gap between people is not high 
there, which is generally noticeable in India. As per my opinion they have better economic 
policies (Physician-10). 
 
This quote suggests two important macro-economic pulls to Australia: firstly, low inflation, and 
secondly, equity. Compared to India, and possibly other countries with similar economies, the 
health professionals interviewed in this study highlighted that inflation was less in Australia. 
This indicated to them the opportunity of higher savings for Indian physicians and nurses if they 
migrated to Australia. The other aspect, the equitable distribution of resources amongst the 
population, due to the government‘s fiscal and other policies, was seen to reduce the gaps 
between the different sections of the Australian population.  
 
6.4.3 Labour-market factors 
The interviews with the Indian physicians and nurses confirmed one of the bivariate survey 
findings in relation to the limited supply of physicians and nurses in developed countries, like 
Australia. In addition, it revealed additional information such as the prevalence of better 
employment opportunities, shortage and mal-distribution of nurses and physicians in Australia. 
The two themes that emerged from the analysis of the interviews relating to labour market 
factors, specifically centered on Australia are presented below: 
 
i) Shortage and mal-distribution of nurses and physicians in Australia: Both nurses and 
physicians highlighted the shortage of physicians and nurses in Australia, mainly in rural areas. 
As a result, Australia tends to recruits physicians, nurses, and other health professionals from 
developing countries, like India. According to a few of the physicians, the shortage is due to the 
mal-distribution of health professionals, since the majority are concentrated in the cities. One 
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physician perceived this mal-distribution as the central cause of human resources shortages in 
many developed countries, as stated in the following: 
 
Mal-distribution is a common phenomenon all over the world. In the case of India, 70% of the 
doctors are concentrated in urban areas, with 30 % in the rural areas. It is a common trend 
all over the world. I am sure the situation is similar in Australia and, due to this, there is a 
shortage of doctors in rural Australia…to fill these vacancies they recruit many Indian 
doctors (Physician-2). 
 
Another physician spoke about the shortage of doctors in developed countries, and the 
subsequent recruitment of internationally trained doctors from developing countries, as follows: 
 
A shortage of doctors, mainly in rural areas, is prevalent in many countries. This is not only 
confined to Australia or U.S. or India. It is something which exists globally. I believe 
Australia recruits doctors from India and other developing countries for their health system to 
make them work in the rural areas (Physician-1). 
 
Like the physicians, the nurses shared similar opinions about the shortage of nursing personnel, 
mainly in rural Australia. Many of the nurses interviewed believed that the shortage was 
primarily due to under-production, as well as the unwillingness of Australian nurses to work in 
rural areas, as discussed in the following statements: 
 
I believe in a country like Australia the shortage of nurses is mainly in the rural areas, and 
that is the reason why they are depending on nurses from India and other countries like the 
Philippines to work in their rural places. I think one of the reasons for this shortage may be 
the unwillingness of their local graduates to serve in the rural areas (Nurse-10).  
 
I do not have much idea about the Australian job market, but I know that in most of the 
developed countries there is a shortage of nurses. This shortage could be due to their health 
systems not training enough nurses, or the youngsters preferring not to take up nursing 
programmes. This is just a guess; I am not sure (Nurse-8). 
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Generally speaking, in countries like Australia, the local nursing graduates are reluctant 
to work in their own rural areas and many times this gap is filled by nurses from India                
(Nurse-3). 
 
These quotes confirm that the nurses and physicians know about the human resource shortages, 
the mal-distribution, and the limited training opportunities, primarily for nurses, in the Australian 
health system. Hence, the interviewees consider these factors as possibly attracting many Indian 
health professionals to work in Australia‘s rural areas. The quotes also signify a pre-conception 
by Indian nurses of the unwillingness of Australian ‗youngsters‘ to take up nursing as a career 
option, as well as the unwillingness of local health professionals to work in rural Australia. 
 
ii) Better employment opportunities in Australia: Most of the physicians interviewed in the 
study perceived that, compared to India, Australia offers better employment opportunities and, as 
a result, many Indian physicians intend to migrate there. Further, they perceived better 
employment opportunities, more lucrative salaries, and more options to grow professionally. 
Whilst a few physicians mentioned that ample job vacancies do exist in India, the positions were 
seen as less lucrative and less professionally promising. The following two physician statements 
reflect these views: 
 
One of the important factors that are attracting Indian doctors to Australia is the availability 
of better employment opportunities compared to India (Physician-3). 
 
The number and type of opportunities you get in India, after completing graduation or post-
graduation, are not as great as you get in Australia (Physician-4). 
 
Like the physicians, the nurses also highlighted the availability of lucrative job opportunities in 
Australia. Some nurses identified the Australian government‘s proactive policies and 
commitment towards nursing professionals as a reason for the good job opportunities in 
Australia. One nurse shared her views about Australia‘s job market and compared it to the Indian 
context, stating that: 
205 
 
 
I am sure that, unlike India, where the job market for nurses is very poor in terms of good 
salary and exposure, unless you are working in a big hospital…this may not be the case in 
Australia. It’s a developed country and there the government’s policies would favour the 
welfare of the nurses (Nurse-6). 
 
Another nurse discussed the positive aspects of the Australian job market, stating that:  
 
So far my understanding about Australia is that the nurses have the best opportunities to 
grow, both financially and professionally (Nurse-3). 
 
Such statements reflect two important views of the Indian health professionals regarding the 
Australian healthcare labour market. Firstly, both the physicians and nurses perceive that there 
are sufficient numbers of employment opportunities available in Australia, compared to India. 
These vacancies offer ample opportunities for professional development and to earn lucrative 
salaries. Secondly, the nurses primarily believe that the Australian government, through its 
proactive policies, supports the nursing profession and contributes towards the welfare of nurses. 
 
Such data confirms that the Australian labour market pulls many Indian physicians and nurses, 
including the availability of better employment opportunities, better government policies for 
nurses, and the shortages of health professionals in mainly rural Australia. In the following 
section, the educational factors that attract mainly Indian physicians to migrate to Australia are 
discussed.  
 
6.4.4 Educational factors 
In this study the educational pull factors attracting Indian physicians and nurses to Australia was 
analysed utilising the qualitative data that emerged during the interviews. The two themes that 
emerged in respect of educational factors are set out below: 
 
i) Opportunities for specialist training and skill development in Australia: Many physicians 
interviewed in this study showed their interest in undertaking specialist training in Australia. As 
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discussed in previous sections of this chapter, some physicians expressed a view that, due to the 
limited specialist vacancies in medical colleges of India, many prefer to migrate abroad to take 
advantage of educational opportunities overseas. Generally, they said that the U.S. and the U.K. 
were the most preferred destinations for Indian medical graduates. However, now they are also 
considering Australia, Canada, and Singapore, since these countries offer options for work 
during study periods, as well as permanent residency in a short-time following the completion of 
their education. A physician who spoke about the growing interest of Indian medical graduates in 
specialist training in Australia, highlighted the changing destination preferences of Indian 
physicians for higher education, namely:  
 
Generally speaking a majority of Indian trained doctors are migrating to developed 
countries because of the specialist training, especially since there is less government training 
vacancies in India compared to the number of applicants applying for the post-graduate 
screening examination. Earlier the doctors use to migrate to the U.K. and the U.S. But due to 
stringent visa rules the focus has now shifted to Australia, Canada, and Singapore 
(Physician-2). 
 
From the interview data a few physicians, who first tried to explore specialist opportunities in 
India, but could not secure a desired placement in their field of specialisation, were now opting 
to migrate to developed countries where they could fulfil their dreams of becoming a specialist. 
One such physician, who considered migrating to Australia and other developed countries for 
specialist training, reported that: 
 
I may migrate to Australia or even to other countries where I can continue specialist 
training. I have just completed my MBBS and have applied for the post-graduate National 
Entrance Examination Test. If I get a place in a good medical college to pursue post-
graduate training then I may continue and complete my studies in India, or else I will have to 
sincerely look for opportunities in foreign countries. Yes, Australia could be one of the 
options which I would consider (Physician-8). 
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Another physician, who had previously lived in Australia, indicated the presence of multiple pull 
factors attracting physicians to Australia. He commented that: 
I think the key reasons attracting Indian doctors to Australia are: lifestyle, money, and 
potential possibilities of getting into training programmes under any Royal Colleges in 
Australia (Physician- 4). 
 
This statement signifies that many Indian physicians may feel a pull to migrate to Australia that 
is not just confined to finances, but which extends to social, educational, and professional 
factors. In particular, it is interesting to note that Indian physicians, who have travelled to the 
U.K. and the U.S. in the past for specialist and residential training, may now opt for Australia.  
 
A number of physicians, who were interested in specialist training in Australia, were also eager 
to practice medicine in Australia on the completion of their studies, and to settle thereafter. They 
felt that the idea of being trained in a developed country provided them with an appropriate 
opportunity to enter into that country and learn the skills and techniques of the specialty.               
One physician outlined his intentions for migrating to Australia in the following statement:  
 
If opportunity arises I may be migrating to Australia, primarily for the purpose of higher 
education, and I would like to leverage the opportunity so that I learn the advanced skills of 
medicine and practice there, and utilise the opportunity to settle thereafter (Physician-3). 
 
In contrast, fewer nurses expressed their desire to pursue higher education in Australia or in other 
developed countries. They were more interested in improving their technical skills through short-
term training and bridging courses, which they perceived would make them eligible to practice in 
Australia thereafter. A nurse who spoke about her intention to migrate to Australia for a bridging 
course stated that: 
 
I would choose to migrate to Australia for a bridging course because the standard of training 
in India and Australia are very different, and this is a requirement for Indian nurses to be 
able to practice nursing there (Nurse-10). 
 
208 
 
A few nurses also believed that Australia, being a developed country, was technologically 
advanced. Hence, they were keen to learn to use the state-of-the-art technology in nursing and 
medical care. A nurse who highlighted the difference in the medical technology between India 
and Australia mentioned that: 
 
Compared to Indian technology Australian technology is much better. We can learn newer 
ideas and techniques in Australia. For example, compared to India, the ventilators used in 
Australian hospitals are entirely different and advanced. I think they are the latest generation 
(Nurse -2). 
 
The above quotes suggest that Indian nurses and physicians involved in the study were intending 
to migrate to Australia and other developed country for specialist training and skill development 
opportunities. The motive behind their intention to migrate was very clear. They wished to 
improve their skills and, at the same time, look for opportunities to practice and settle in 
developed countries.  
 
ii) Australian qualifications are well recognised: Another educational factor that was 
highlighted, primarily by some physicians, was the recognition of Australian qualifications, both 
in India and other countries. They asserted that with recent changes to the Medical Council of 
India‘s (MCI) regulations, an Australian medical degree holder can practice privately, as well as 
take up academic positions in government medical colleges and hospitals in India. In addition, 
they also highlighted that, with an Australian qualification, a physician can also practice in other 
developed and developing countries. A physician who spoke about the dual benefits of 
Australian medical qualification commented that: 
 
An Australian medical degree is well recognised worldwide. With an Australian medical 
degree one can practice in Australia and also in India. While I am not sure, I think countries 
like Singapore and the U.K. also recognise Australian degrees (Physician-7). 
 
A few of the physicians believed that Australia, being a developed country, is technically 
advanced in the use of simulation and robotic technology in surgery training, which the Indian 
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physicians are interested in learning. One physician, who spoke about the quality of medical 
training in Australia, and the usage of technology in specialist and super-specialist training, made 
the following statement: 
 
Australia’s medical education is of international standard and they are known for the use 
simulation and robotic technology in specialist and super-specialist training. Many young 
Indian doctors are attracted to Australia to learn these super-specialist areas (Physician-8). 
 
The above quotes from physicians suggest that Indian medical graduates are also attracted to 
Australia for specialist training and higher education as they are aware of the quality of medical 
training and the utilisation of technology in Australia which, according to them, is recognised 
both in India and abroad. 
 
In summary, it can be argued that the pull factors influencing the intention of Indian physicians 
and nurses to migrate to Australia are mainly determined by a set of social, financial, labour 
market, and educational factors that interplay within the destination country, Australia. Thus, it is 
also important to examine the push factors in respect of Australia to better understand what 
deters Indian physicians and nurses from migrating to Australia. This is considered in the next 
section. 
 
6.5 Push factors in Australia 
The interviews with the physicians and nurses in India revealed several factors that appear to 
discourage health professionals to migrate away from Australia. The analysis of the interviews 
indicated that the push Australia factors were mainly influenced by social and policy factors. 
These factors are discussed in this section.  
 
6.5.1 Social factors 
Analyses of the interviews of Indian physicians and nurses confirmed some of the survey 
findings with respect to the perceptions of racism and its effect on physicians and nurses ITM in 
countries like Australia. In addition, the analysis revealed information relating to the social push 
factors, specifically to Australia, that discourages Indian physicians and nurses from migrating 
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there. Two themes emerged from the analysis of the interviews in relation to the social push 
factors, specifically regarding Australia, are presented below. 
 
i) Racism and threats to personal safety in Australia: There was a mixed response from both 
the physicians and nurses groups when asked if perceptions of racism in Australia can influence 
the migration intentions of Indian physicians and nurses. Within the physician group there were 
two contrasting views. Some physicians mentioned that racism can severely affect the intentions 
of Indian health professionals to migrate to Australia, while few said that it may not have any 
impact on their future migration intention because they feel that most of the reported cases of 
discrimination and racism in Australia are confined to students and not working professionals 
like doctors, nurses, or engineers.  
 
A physician who believed that racism can discourage future migration of Indian physicians to 
Australia stated that: 
 
I think when it comes to racism it is an area of concern for Indians who are presently 
travelling to Australia, and even for those who are planning to travel in the future. In my 
opinion racism in any form is going to reduce the travelling of Indian doctors to Australia 
(Physician –1). 
 
Another physician, who also felt that racism may impact the migration intentions of Indian 
doctors to Australia, commented that: 
 
It is quite shocking to hear about racial attacks in Australia. I think racism will certainly 
affect the migration of Indian doctors to Australia. One of the doctors I know was Muslim, 
doing his Master’s in Australia. But due to racism and discrimination he returned to India 
and started doing his post-graduation all over again (Physician-9). 
 
In contrast, a few physicians did not think racism would impact upon the migrating intentions of 
Indian doctors to Australia. One of the physicians in this context said: 
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The reported news about racial attacks among Indians is at the student level and not at the 
professional level, such as for doctors or engineers. I have not heard of a doctor being hurt 
or attacked. I don’t think racism will affect the migration of professionals to Australia, 
especially Indian doctors (Physician-2). 
 
Like physicians, nurses had differences in opinions when they were asked to express their views 
about the impact of racism on their intention to migrate to Australia. However, in this group most 
believed that racism in any form can negatively impact the migration intentions of Indian nurses 
to Australia and other countries. They opined that any act of racism and discrimination will de-
motivate nurses to migrate to that country. Moreover, there one nurse who was interviewed said 
she was discouraged by her family from migrating to Australia since they felt it was unsafe 
living and working there. She was reluctant to migrate to Australia due to racist attacks on Indian 
students in Australia. She stated that: 
 
Given an opportunity I may prefer not to migrate to Australia due to the rampant news of 
racism that exists over there, instead I would like to migrate to a country which is racism free 
(Nurse-5). 
 
Another nurse who had a similar opinion about the impact of racism in Australia outlined her 
views in the following statement: 
 
I think there is a high chance that racism will impact upon the migration of Indian nurses 
going to Australia. If you ask my personal opinion, I may not travel to a country where 
Indians are not respected. Moreover, my parents may not allow me to travel to a country 
which appears to have the threat of racism and personal safety (Nurse-6). 
 
The above quotes suggest a mixed response by physicians and nurses about racism and its impact 
on their intention to migrate. They reveal two views. Firstly, racism can negatively impact the 
migration intention of physicians and nurses. Secondly, racism was not an important factor that 
could impact upon the intention to migrate of the health professionals to Australia. Moreover, it 
is important to note that this research took place soon after a series of attacks on mainly Indian 
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students in Australia. These attacks were highly publicised both in the Indian and Australian 
media. Therefore, this aspect of the data may be affected by the timing of when the research was 
conducted, and may not be reflected in other research.  
 
ii) Difficulties in integrating with the Australian culture: Difficulties in adapting to new 
cultures and work environments was another factor, revealed in the interviews, which could 
deter, primarily Indian nurses, from migrating to Australia. However, the interview findings did 
not identify any such concerns among the physician group. Hence, in the main, this section 
presents the views of Indian nurses.  
 
Some interviewed nurses believed that migrating to Australia might be a challenge for them as 
they perceived differences in the culture and health systems in India and Australia. However, a 
few nurses felt that, with time and appropriate training, they would be able to adjust and adapt to 
the Australian culture and health systems. One nurse who highlighted the difficulties of 
integrating with Australian culture stated that: 
 
I am from Kerala. I did nursing in Andhra Pradesh (a southern state in India) and currently I 
am practicing in Hyderabad. I find it difficult to adjust in Andhra Pradesh. If I have to 
migrate to Australia, I can understand the challenges. There is a big difference between our 
culture and their culture. I am sure there would be problems integrating with the Australian 
culture (Nurse-4). 
 
Another nurse suggested ways to overcome the challenges of cultural differences in Australia in 
the following statement: 
 
I think there is a cultural difference between India and Australia. There are differences in 
our health systems and work cultures. We speak a different language, our accent is different, 
and our work cultures are different. I am sure when an Indian nurse migrates to Australia 
there will be difficulties in the beginning. However, I believe if we stay there for some time, 
and socialize more, and receive some kind of cultural and communication training, then 
these challenges can be overcome (Nurse-5). 
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Yet another nurse discussed cultural differences and their consequences on nurse‘s personal and 
social life that may affect their productivity at the workplace, as follows: 
 
Our culture is very different from Australians. Our personal life, social life and work life may 
face different challenges. I may not be able to perform to the best of my ability and skills. The 
cultural gap would impact upon my performance. Therefore, I think the decision to migrate 
to Australia needs to be thought through (Nurse-3). 
 
The above quotes highlight the concerns of Indian nurses regarding integrating with Australian 
culture, which is quite different from India‘s culture. The comments also illustrate how some 
social factors discourage Indian nurses from migrating to Australia, possibly due to differences 
in the social system and work culture.  
 
In summary, this section analysed pull and push factors attracting Indian physicians to Australia, 
or deterring them from migrating there. The pull factors attracting Indian health professionals to 
migrate to Australia included social, educational, labour market, and financial factors, whereas 
few social factors were found to deter them from migrating there. In the following section, the 
researcher analyses the views of the Indian physician and nurse participants with respect to the 
policy factors that may impact on their intention to migrate. 
 
6.5.2 Policy factors 
In contrast to the survey results related to policy factors, the analyses of the interviews identified 
additional policy factors, specifically Australian policy factors, which may discourage Indian 
healthcare professionals from migrating there. These factors were: stringent work visa rules for 
Indian physicians and nurses to enter and practice in Australia, and the high standard of medical 
licensing examination and competency in the English language. Three themes emerged in 
relation to the policy factors; they are illustrated below: 
 
i) Stringent rules for skilled work visas in Australia: The stringent rules around obtaining an 
Australian skilled work visa, and the delay in processing visa applications, were the two most 
common issues highlighted by both Indian physicians and nurses as discouraging them from 
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migrating to Australia. Most nurses and physicians interviewed referred to the stringent process 
involved in obtaining a work visa for Australia. The rigorous process required large amounts of 
documentation, as well as verification, checks, and passing competitive examinations, like the 
IELTS, as well as passing the Australian medical or nursing licensing examinations. An Indian 
trained nurse, who appeared to be aware of Australian visa processes, highlighted the level of 
documentation and the time commitment needed to obtain an Australian work visa, as outlined in 
the following: 
 
One of the biggest challenges in securing an Australian visa is the amount of documentation 
one has to prepare. Sometimes it is not clear how long it’s going to take to obtain a visa 
(Nurse-10). 
 
Like nurses, the responses of the physicians also focused on the documentation and time 
commitment needed to obtain a work visa for Australia. They also highlighted the stringent 
process to obtain a skilled visa. A few physicians suggested that it is comparatively easy to 
obtain a study visa for Australia, whereas a work visa under skilled migration programs, 
especially for Indian medical graduates, requires a series of steps which are competitive and 
requires dedicated effort, as well as time. A physician who holds a master‘s qualification from 
Australia, and who had passed the theory component of the Australian Medical Examination 
revealed that: 
 
From my Australian experience, I must say that it is pretty straight forward to obtain a study 
visa for Australia, provided you have an offer letter from an Australian University. But things 
are different when you apply for a skilled migration visa. It is a time consuming affair, that 
requires robust documentation and, on the top of that, one has to qualify for the medical 
licensing and IELTS examination (Physician-4). 
 
In addition to the time commitment, documentation, and skills, some nurses also highlighted the 
financial aspects of obtaining an Australian work visa. One nurse spoke about the financial 
investment of securing a work visa for Australia indicating that: 
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Even if you have the right skills and qualifications to qualify for nursing registration in 
Australia, the biggest hurdle is money. You need money for the bridging course, the IELTS 
examination, the consultancy and visa fees, and the other expenses of travelling and 
boarding in Australia. So it is a barrier (Nurse-4). 
 
The above statements indicate the rigorous process Indian physicians and nurses have to undergo 
to gain nursing or medical registration in Australia. The nurses in particular emphasised that they 
required appropriate skills, qualifications, and documentations to be a part of the Australian 
health systems; but a substantial financial commitment is needed to complete the visa application 
process. Furthermore, both physicians and nurses also identified the competitiveness of 
Australian medical/nursing licensing examinations, and the requirements of higher bands in 
English language examinations, such as IELTS and OET. All these factors are seen as deterring 
them from migrating to Australia. 
 
ii) Highest standard of medical and nursing licensing examinations: The high standard of 
Australia‘s medical licensing examination was another push factor identified in the interviews as 
deterring many Indian physicians and nurses from migrating to Australia. While all the 
physicians interviewed had heard of the Australian Medical Council (AMC) examination, very 
few had any understanding of the process. Those who had some knowledge about the AMC 
examination highlighted the challenges in passing it. According to them, the AMC examination 
has two sections: one is theory based, assessed through Multiple Choice Questions (MCQs); the 
other is a practical component, assessed through viva voice and case presentation. They opined 
that the practical component of the AMC examination was the toughest to pass. 
 
Some of the participant physicians believed that few Indian trained physicians passed the AMC 
examination. Moreover, they highlighted that it requires rigorous coaching and preparation, often 
including travelling to Australia. One physician‘s view about the competitiveness of the 
Australian Medical Council (AMC) examination was shared in the following statement: 
 
I think the toughest part of the AMC examination is the practical component. Many Indian 
physicians do not find it difficult to clear the MCQ section (theory section), but it’s a real 
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challenge to qualify for the practical component. I know a couple of my friends cleared the 
theory section and are currently in Melbourne undergoing coaching for the practical section 
(Physician-7). 
 
A few physicians also noted that the requirement to appear in person for the practical component 
of the examination raised issues of accessibility. They highlighted that, in spite of passing the 
theory component, many deserving candidates are unable to appear for the practical component 
due to financial difficulties. One noted:  
 
One of the biggest hurdles to pass both the components of AMC examination is the 
accessibility of centres. While one can appear for the theory part in India…for the practical 
one has to travel to Australia. Moreover, it’s an expensive examination (Physician-9). 
 
I have heard that the nursing registration in Australia follows a very stringent process. The 
application fee is also very high compared to the Indian standard. I can understand that the 
Nursing Council of Australia cannot be flexible with the screening process as it may dilute 
the quality of health services delivery in their country. However, they may reduce the 
application and bridging course fees and give more chances to Indian trained nurses who 
are proficient in English and from the top-colleges of India (Nurse-8). 
 
The above quotes indicate the concerns of Indian nurses about the rigorous process of nursing 
licensing and registration in Australia. In particular, they focused on two important aspects of the 
licensing process that they perceived as discouraging them from migrating to Australia. One was 
concern about the fees associated with the application process and the bridging course. Another 
was the daunting process of undergoing the course in Australia. Furthermore, both the physicians 
and nurses also highlighted the stringency of the licensing examinations and registration 
processes. They also spoke about the higher requirements of English language proficiency in 
their profession, which is analysed in the following theme.   
 
iii) Higher English language proficiency requirements: The English language proficiency 
requirements (in terms of achieving a higher band in the IELTS or OET examinations) was 
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another factor that emerged in the interviews discouraging Indian physicians and nurses from 
migrating to practice medicine and nursing in Australia. In the interviews, some physicians and 
nurses asserted that achieving the higher band of seven in the IELTS examination is a barrier to 
completing the registration process and obtaining the necessary skilled visa for Australia. A 
nurse referred to the IELTS as an important hurdle in migrating to Australia and other English 
speaking countries in the following statement: 
 
The main hurdle is securing seven bands in all sections of IELTS examination. I know many 
friends who have good nursing skills but could not make it to the U.S. or the U.K. because 
they fail to score well in IELTS (Nurse-6). 
 
Some physicians also spoke about the difficulties they face in securing at least seven bands in the 
IELTS examination. According to a number of physicians, the ‗reading‘ section is the most 
difficult in which to score a seven. One physician argued that the minimum requirements should 
be reduced to 6.5 or 6 bands from seven in the following statement:   
 
It is important that one must score well in speaking, writing and listening, especially when 
you are in a clinical profession. I really do not understand how the reading section is 
important. In fact the minimum requirement should be reduced to 6 or 6.5 (Physician-9). 
 
The physicians assert that those Indian physicians who have passed the AMC examination were 
not able to obtain a visa for Australia due to obtaining a poor result in the reading section of the 
IELTS examination. This suggests that the requirement to achieve a higher proficiency for the 
English language is a barrier for some Indian physicians to obtaining the necessary licensing 
permissions to practice medicine and to migrate to Australia.  
 
It is noteworthy that the Indian physicians‘ and nurses‘ intention to migrate to Australia are 
influenced by policy factors, in addition to the social, labour market, financial, and educational 
factors (as noted in the earlier sections of this chapter). Some important policy factors that were 
found to be significant in the bivariate survey results attracting Indian health professionals to 
developed countries like Australia are their perceptions about flexible skilled visa options and 
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better bilateral ties between India and destination countries. Consequently, some policy factors 
that deter Indian physicians and nurses from migrating to Australia included the stringent skilled 
visa rules, the high standard of medical and nursing licensing examinations, and the requirement 
of higher proficiency for English language in Australia. 
 
6.6. Summary 
This chapter enabled a deeper examination of the push and pull factors identified in the survey. 
In addition, it has also explored and explained other important factors (such as, facilitating 
factors and sub-factors under the push and pull categories), perceived as significant to Indian 
physicians and nurses‘ intention to migrate or not to Australia. Since the push India and the 
facilitating factors, encouraging the health professionals to leave India were greater in number, 
(as noted in this chapter), it is likely that more physicians and nurses may emigrate from India to 
developed countries, like Australia, in the time to come. A summary of the themes that were 
emerged from the analyses of interviews with the Indian health professionals and potentially 
influencing their intention to migrate to Australia are given in tables 6.1 and 6.2. Moreover, this 
chapter is important because the analysis of the interviews with the participants‘ physicians and 
nurses revealed a in-depth understanding of the contributing factors that could allow the policy 
makers of both the countries to make a difference in retaining, recruiting or deterring migration 
the professionals.  
 
Table 6.1: Summary of themes emerging across push, facilitating and pull factors of international 
migration of physicians and nurses, in respect of India 
1. Push factors – India 
a) Personal factors  
- The fear of being unsafe 
- Concerns for self and immediate family members 
- Desire to work and settle in a developed country 
b) Educational factors  
- The discordance between graduate numbers and post-graduate (specialist) training 
places in medical training  
- Payment versus merit in access 
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- An ambiguous specialist screening process 
- Caste based reservation in medical education 
- Lesser importance of specialisation in nursing 
c) Workplace factors  
- Workload challenges 
- Differences in the dignity between physicians and nurses at work 
- Feeling dissatisfied at work 
- Inadequate lucrative and promising employment opportunities 
d) Financial factors  
- Poor salaries of physicians and nurses 
- Income is not commensurate with rising inflation 
- Low spending by the government on healthcare  
e) Social factors  
- Local support from family and friends in India 
-     Informed and influenced by family and friends abroad 
- Rise in social status in the home country  
- Cultural adaptability 
2. Facilitating factors of international migration 
- Impact of globalisation 
- Information technology (IT) facilitating information access 
- Influence of the private migration and placement agencies 
3. Pull factors – India 
- Patriotic views amongst the health professionals in India 
- Belief in ‗India rising‘ 
- Family ties and responsibilities in India 
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Table 6.2: Summary of themes emerging across pull and push factors of international migration 
of physicians and nurses, specifically for Australia 
 
            Pull factors – Australia 
a.) Social factors 
- Options for family members in Australia 
- Higher quality of life in Australia 
- Higher level of dignity for nurses in Australia 
b.) Financial factors  
- Wage differentials between Australia and India  
- Economic stability in Australia  
c.)  Labour market  
- Shortage and mal-distribution of nurses and physicians in Australia 
- Better employment opportunities in Australia 
d.) Educational factors  
- Opportunities for specialist training and skill development in Australia 
- Australian qualifications are well recognised 
Push factors – Australia 
a.) Social factors 
- Racism and threats to personal safety in Australia 
- Difficulties in integrating within the Australian culture 
b.) Policy factors  
- Stringent rules for skilled work visa  
- Highest standard of medical and nursing licensing examinations  
- Higher proficiency requirements for the English language  
 
In addition to the physicians and nurses, the key informant members of both the countries, also 
identified a number of policy factors that impacted on whether or not Indian physicians and 
nurses would migrate to Australia. These policies related issues and other ethical factors are 
explored in the following chapter from the perspective of key informants for both India and 
Australia.     
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Chapter Seven: Regulatory Environment 
 
Chapters Five and Six presented the analyses of the factors that influence the intentions of Indian 
physicians and nurses to leave India and migrate to Australia. The analyses revealed a 
combination of push, pull, and facilitating factors (encompassing personal, social, educational, 
financial, workplace, and labour market factors). Chapter Six also addressed how the regulatory 
and policy environment affected the migration intentions of Indian physicians and nurses.  In this 
chapter the research question, ―What impact does the medical and nursing regulatory 
environment of India and Australia have on the intention to migrate to Australia of Indian 
physicians and nurses?‖ is further explored through the perspectives expressed in interviews by 
fifteen key informants from India and Australia. Ten interviews were conducted in India and five 
interviews were conducted in Australia with the members of regulatory bodies, senior academics, 
and hospital/health administrators. The objective of these interviews was to examine their 
perceptions about the potential effects of the regulatory environment of both countries on the 
intention to migrate of Indian physicians and nurses to Australia. The chapter is presented in 
three sections. The first and second sections (7.1 and 7 .2) focus on the analysis of the key 
informant interviews with respect to the influences on ITM of Indian physicians and nurses to 
Australia; the final section (7.3) summarises the chapter. 
 
7.1 Themes in respect of India’s clinical regulatory environment 
From the analysis of key informant interviews in respect of India several themes emerge about 
the effects of the Indian medical and nursing regulatory environment on the intention of 
physicians and nurses to migrate from or remain in India. 
 
i) Effects of good standing certificate (GSC): A good standing certificate (GSC) is a mandatory 
requirement for all physicians and nurses intending to migrate to another country (including 
Australia), especially for a clinical job or for specialised training. A GSC provides assurance to 
the destination registration authority, healthcare employer, and employment agents about the 
conduct or performance of the migrating physician or nurse. It also confirms if there are any 
restrictions, cancellations, or suspensions of their license. It is issued to an Indian trained 
physician or nurse who fulfils all the stated criteria, as prescribed by the nursing and medical 
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councils of India.  An analysis of the interviews about the impact of the GSC on Indian health 
professionals‘ intention to migrate revealed mixed findings.  A key informant in India from a 
nursing council spoke about the process of obtaining a GSC, saying that:  
 
Issuance of the GSC to a nurse undergoes stringent verifications. The nursing council 
verifies the registration number, its authenticity, and validity, as well as the conduct of 
the nurse where he/she is currently working. A GSC is a mandatory requirement that 
needs to be completed by a nurse prior to migrating to another country, including 
Australia (KI-India-10) 
 
The key informants representing senior academics and administrators had different opinions 
about the GSC and its effects on Indian physicians‘ and nurses‘ intention to migrate to another 
country. They believed that a GSC is just a formality and it can be easily obtained from the 
medical or nursing council without undergoing any stringent process of checks. Consequently, 
the requirement that nurses or physicians need to have a GSC may not be an effective tool to 
discourage or check an Indian health professional from leaving India. In this regard, one 
informant, a senior academic and administrator, mentioned that: 
 
A GSC is only a namesake. This is just an eye wash. One can easily obtain a GSC from 
the council with minimum effort, unless and until he/she has committed some gross 
negligence in the delivery of their duty. I do not think a GSC can act as a barrier for a 
doctor or nurse who is intending to migrate to Australia (KI-India-3). 
 
However, another senior academic, who was the head of a leading nursing college in a southern 
state of India, highlighted that the requirements, like obtaining a compulsory GSC, are just the 
beginning of the regulation of the migration of nurses from the country. In the future, the Indian 
government may create and enforce more policies to control the outflow of nurses from the 
country. She stated that: 
 
The nursing council has already started to change its direction towards international 
migration. Regulations relating to the migration of nurses are slowly coming into place. 
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The requirement of the good standing certificate is an example. These things were not 
there in the past. (KI-India-6) 
 
These extracts from the interviews suggest that there are differences in opinion amongst the 
informants in relation to the GSC and its effects on the intentions of physicians and nurses to 
leave India. All except one key informant representing senior academics and administrators 
believed that a GSC may not have much impact on or discourage a health professional from 
leaving India and migrating to other countries, including Australia. In contrast, members of the 
medical and nursing councils asserted that the issuance of a GSC requires a series of mandatory 
checks and verifications. These differing views indicate that the effect of the GSC on controlling 
the international migration of health professionals is unclear. Consequently, further research is 
required to evaluate whether the policy, that Indian health professionals require a GSC, impacts 
on the migration of health professionals from India.  
 
ii) The implications of the amendment to NORI (No obligation to return to India): As 
discussed in the literature review (Chapter Two), NORI is a no obligation certificate required by 
Indian physicians who have migrated to the U.S. for specialist training under the J-1 visa 
category. This category of visa is subject to a two-year home country physical presence on 
completion of the specialist training. However, if the holder of the visa (i.e. an Indian physician 
in this case) is unable to return to India to fulfil the two-year requirement, the holder must obtain 
a waiver (i.e. a NORI certificate) from the Indian Embassy or Consulate General in the U.S. 
(MHRD, 2014). However, under the Indian government‘s new policy, which takes effect from 
April 2015, no NORI certificates will be issued to Indian physicians, and they must all to return 
to India for at least a two year period.  
 
An analysis of the interviews with the Indian key informants revealed their belief that the recent 
amendment to NORI for Indian physicians may divert their migration preference towards other 
countries, including Australia. According to the informants, the U.S. is one of the preferred 
destinations for specialist training for the Indian physicians. The NORI changes may have a 
substantial impact on the attractiveness of the U.S. as a place to go for specialist training. This 
may, in turn, lead to physicians in India prioritising other destinations, such as the U.K., 
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Australia, and Singapore. One senior academic, who had extensive experience conducting 
research on medical migration among Indian physicians, spoke about the changes arising from 
the amendments to NORI, referred to in the following statement: 
 
My personal opinion on the changes to NORI is that it will be a check on some doctors who 
are willing to migrate to the U.S. But, overall it may not control the emigration of doctors 
from India. Moreover, any policies controlling the emigration of Indian doctors to the U.S. 
may have an impact on other countries. It may happen that, in the event of Indian doctors not 
being able to migrate to the U.S., they may shift their preference to the U.K., Australia, 
Canada, Singapore, or any other country (KI-India-7). 
 
Another key informant, who was a senior academic and seasoned health administrator of a 
leading private hospital chain in India, argued that changes to NORI may not have a wider 
impact on controlling the emigration of physicians from India. However, as set out in the 
following statement, he thought it might, to an extent, slow down the process of migration of 
Indian doctors to the U.S., especially those who are migrating there for specialist training. This 
informant stated that: 
 
NORI for Indian medical doctors is U.S. specific. It has nothing to do with Indian doctors 
willing to migrate to other countries like Australia or New Zealand (KI-India -3). 
 
NORI applies to those Indian physicians who are intending to migrate to the U.S. for specialist 
training. However, it overlooks other pathways to acquire license and practice in the U.S. (such 
as passing the U.S. Medical Licensing Examination-USMLE). Further, NORI also ignores any 
migrating restrictions to other countries, such as Australia, Canada, Singapore, the U.K., and 
New Zealand, where a sizeable number of Indian physicians migrate every year. Therefore, it 
can be argued that any change to NORI, which is especially targeted to the U.S. may encourage 
Indian physicians to shift their destination to other countries, including Australia.  
 
iii) Privatisation of Indian medical and nursing education: The analysis of the key informant 
interviews in India suggest that the policy of the Indian government to maximize the autonomy 
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of the private medical and nursing colleges for admission procedures and fee structures has 
encouraged the emigration of physicians and nurses from the country. The key informants 
mainly from the medical fraternity highlighted that the growth of private medical colleges has 
increased the number of under-graduate training vacancies and lopsided the ratio of applicant t to 
postgraduate (specialist) vacancies. These findings were also consistent with the views of the 
participant‘s physicians and nurses who were interviewed in India (See Chapter Six). As a result 
of this situation, many physicians do not get the opportunity to pursue specialist training and, 
therefore, they need to migrate overseas to do so. Most informants identified the adverse impact 
of privatisation on medical education migration. For example, one informant, who was a member 
of the medical council, said that:  
 
The policy to maximise autonomy to the private sector in medical education has ended with 
a lopsided ratio of applications to post-graduate vacancies. It has created a hindrance in 
the availability of PG seats to many MBBS doctors in the country. If these doctors cannot 
pursue their PG in India they will migrate to other countries, including Australia                      
(KI-India-8). 
 
The informants also perceived that commercialisation of the medical education system had 
resulted in the deterioration in the quality of medical education in the country. In this regard, an 
informant, who heads a state medical council in India, stated that: 
 
The cost of a specialist education in a private medical college can be somewhere between 
Indian Rupees 1 to 4 crore (170,000 – 680,000 USD). How many doctors have crores of 
money to pursue radiology or other specialities?... So the cost of PG medical education in 
India is a big factor in sending doctors abroad (KI-India-9). 
 
The analysis of the interviews suggests that the privatisation of medical education in India has 
mainly focused on training graduate doctors, with little emphasis on post-graduate (or specialist) 
training. The repercussions of this government policy have resulted in the increased supply of 
MBBS doctors in the Indian health system, and raised the cost of medical education. These 
issues related to the medical education system in India have resulted in many deserving young 
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doctors being denied specialist training in their own country. It has also compelled many doctors 
to migrate to other countries for specialist training and clinical practice.  
 
The analysis of the key informant interviews also revealed the effects of privatisation on the mal-
distribution of nurses in India.  
 
In the recent past, a majority of the nursing colleges were established in the private sector. 
Similarly, a majority of the recruitment of nurses is taking place in the private hospitals, 
mainly in the cities. Most of these hospitals rarely offer career development opportunities 
for the nurses and pay very low salary. These problems are encouraging the nurses to leave 
India (KI-India-5). 
 
Personally I think the privatisation of nursing has done more harm than good to the nurses 
in the country (India). It has also drained nurses from rural areas of our country. If we have 
more nurses in cities, one of the reasons for this can be attributed to privatisation                     
(KI-India-4). 
 
The above quotes identify that the privatisation of healthcare and nursing education in India has 
increased the concentration of nurses in the urban areas and the cities because they can earn 
larger salaries in these areas enabling them to pay down the debts they incurred during training. 
The Indian government‘s plan to increase the number of vacancies for graduate and diploma 
nurses in the private sector has further exacerbated the problem of mal-distribution of nurses in 
the country. Since a majority of the nurses are trained in colleges based in urban India, many of 
them prefer to work and settle in the cities after completion of their education and training. Also, 
a number of nurses prefer to migrate to another country in search of lucrative salaries and better 
career opportunities.  
 
The analysis, in respect of the medicine and nursing regulatory environment in India, suggests 
that the government‘s policies are lenient, with the government making little effort to control the 
international migration of nurses and physicians from the country. While some restrictions were 
imposed on the migration of physicians from India, it only related to a very small segment of 
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Indian doctors, namely, those who were intending to migrate to the U.S. for specialist training. 
Other than this, there appeared to be few other restrictions that dissuade Indian physicians‘ 
intention to migrate to Australia. Rather, the analysis has identified certain policy factors within 
India that have leveraged the growth of the private healthcare education sector, which 
encourages many young Indian physicians and nurses to migrate overseas, including to Australia. 
Likewise, with respect to nurses, the analysis did not identify any stringent policies or 
regulations that would influence their migration intentions. However, there was some speculation 
within the Indian nursing regulatory community, that emigration control mechanisms would, in 
the near future, be imposed, due to the growing concern about nursing staff and skills shortages 
in India.  
 
7.2 Themes in respect of Australia’s clinical regulatory environment 
The analysis of key informant interviews in respect of Australia sees the following themes 
emerge and discusses the effects of its medical and nursing regulatory environment on the 
intention of Indian physicians and nurses to migrate to Australia.  
 
i) Effects of higher requirement in the English language proficiency: The analysis of key 
informant interviews for the effects of current English proficiency requirements on the migration 
intentions of Indian physicians and nurses to Australia revealed mixed findings. All the 
informants interviewed in Australia, with regard to the English language requirement, believed 
that the English language criteria may discourage many overseas trained physicians and nurses, 
including Indian trained, from securing their registration and clinical practice in Australia. They 
also highlighted that many overseas trained health professionals from non-English speaking 
countries (like India) struggled to secure the minimum seven bands in each section (speaking, 
reading, writing, and listening) of the IELTS examination. Despite many overseas trained 
physicians and nurses struggling to pass the IELTS examination at the required level, there were 
arguments and requests from different healthcare facilities within Australia to raise the standard 
of English requirements for overseas trained health professionals, mainly from non-English 
speaking backgrounds. One informant emphasised the issue of communication, mainly among 
the overseas trained nurses in rural and remote Australia, stating that: 
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When a nurse or clinician is on the ground they actually require yet a higher standard of 
working English. It is not about their ability to read and write, but their understanding of 
colloquialisms and the Australian accent (KI-Australia-2). 
 
The above quote indicates that, in addition to a requirement for a higher level of English 
proficiency for official communication, a greater understanding of Australian colloquialisms, 
accent, terminology, and slang is needed by an overseas trained health professional to avoid any 
sort of communication gap within the Australian workplace. These findings pose questions about 
the effectiveness of the existing English language tests (like IELTS) that are currently in place to 
assess English language proficiency. This is because the test does not examine the proficiency of 
an applicant for colloquiums, accents, or other features of the language in context in Australia. 
Furthermore, the findings raise the need for a structured and compulsory language and cultural 
training programme within the regulatory framework for overseas trained physicians and nurses. 
This is especially for those who are migrating from non-English background countries so that 
they have a better sense and understanding of the language in the local context. 
 
The findings also revealed that discussions are currently happening between regulators and 
healthcare providers to require a higher degree of English language proficiency among overseas 
trained health professionals, especially those from non-English speaking countries. In contrast, a 
few informants also believed that since major changes had occurred in the recent past (during 
2010) to the language requirements, further changes were unlikely to be made in the immediate 
future, except for certain refinements to the administrative aspects of the IELTS, such as the 
number of sittings a candidate can appear for, and the validity of the test results. In this regard, 
some informants commented that: 
 
There have been changes to English language requirements in the recent past (2010), 
where we went from state based regulation to national. I don’t think the level of 
proficiency in English is likely to change substantially, except for changes to the number 
of tests one can take, and the validity of the IELTS result (KI-Australia -5). 
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I cannot see much happening on the horizon which makes me feel there will be any great 
changes in relation to the English testing requirements (KI-Australia-4). 
 
I understand that there are some changes to the English language requirements, 
especially seven bands across all sections of the IELTS examination, and I get that it was 
quite recent. There is also some discussion in the field about how it is working                     
(KI-Australia-1). 
 
In the absence of empirical evidence on the issues of the current English language criteria, major 
changes to the English language requirements were deemed unlikely. Hence, further research in 
this area is important to gain an in-depth understanding of the current criteria set out for the 
English language examination for internationally trained health professionals in the Australian 
healthcare system. It is also apparent that the current criterion of the English language is 
deterring many overseas trained health professionals, including Indian trained professionals, who 
were intending to migrate to Australia and practice medicine or nursing.  
 
ii.) Effects of ethical codes on the recruitment of overseas trained health professionals: The 
key informants in Australia were asked about the effects of ethical codes on the international 
recruitment of health professionals, especially from India. An analysis of the interviews revealed 
that Australia has been refrained from active recruitment of health professionals from India, or 
from any country facing critical shortages. It was also noted that usually the recruitment of 
Indian trained physicians into the Australian healthcare system takes place through different 
pathways. In most of the cases these pathways were chosen by the health professional for 
different reasons such as higher education etc. One of the informants, who shared the views 
about ethical recruitment of health professionals into the Australia healthcare system and the 
pathways usually followed by Indian trained physicians, stated that: 
 
To the best of my knowledge, we have never actively gone to India to recruit doctors. 
Neither is there any specific marketing programme in India to recruit doctors from our 
side. I think it is done through word-of-mouth, or Indian doctors choosing to come to 
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Australia for education or other reasons, and then deciding to make a medical career in 
this country (KI-Australia-3). 
 
Another informant reported that: 
 
Australia follows the WHO Global code of practice on the international recruitment of 
health workers…I am not aware of any active recruitment into India.....however I am 
sure there is some  (KI-Australia-1). 
 
From the above quotes it can be inferred that the presence of ethical codes have had some degree 
of impact on the Australian active recruitment practices across developing countries, like India. 
For example, it was revealed that Australia adheres to the ethical codes when it comes to the 
active recruitment of health professionals. This could indicate that the ethical codes have 
checked on the process of active recruitment by developed countries (like Australia) from the 
developing countries (like India). Meanwhile, one of the informants also highlighted that there 
could be some degree of active recruitment happening within Australia, which suggests 
contradicting views among the members. However, due to limited number of interviews in 
Australia, it would be difficult to infer that employers in Australia are involved in active 
recruitment of health professionals from the developing countries. Hence, further research in this 
area with larger sample is suggested which is discussed in the following chapter.  
 
Importantly, the interviews also revealed the role of Australia in training and developing the 
capacities of health professionals in less developed countries. One of the interviewees stated that: 
 
I think the issue of ethical recruitment is big. I do not actually see the issues India is 
faced with are as big as Fiji, where we have actually assisted some universities in Fiji to 
provide a high standard of medical and nursing education to the extent that the Fijian 
graduates are highly attractive (KI-Australia-4). 
The above extract suggests that this informant believes that there should be a sense of ethical 
obligation and responsibility on the part of Australia when recruiting international medical 
graduates from the developing countries. It was noted that Australia is also engaged in the 
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development and capacity building of a health workforce in developing countries, such as Fiji. 
However, possibly because India is, comparatively, a bigger country with a larger training 
system that supplies a greater number of health professionals for its healthcare system and other 
countries healthcare systems, Australia is not engaged with developing the health workforce in 
the same ways.  
 
iii.) Effects of Australia’s policy towards the self-sufficiency of the health workforce: In recent 
years the policy of self-sufficiency for the health workforce has increased the supply of medical 
and nursing graduates in the Australian health system. The rise in the supply of local medical and 
nursing graduates, and its effects on the recruitment of overseas trained health professionals, 
especially from India, was examined, following the analysis of the key informant interviews in 
Australia. The analysis revealed different effects of the self-sufficiency policy on the demand for 
Indian physicians and nurses in the Australian health system.  
 
In respect of Indian physicians, all the informants believed that, overall, there will be a 
continuing demand for them in Australia. They also highlighted that the demand was likely to 
continue in rural and remote areas of Australia, especially since local graduates appear to be 
reluctant to work there.  
 
I think there is always going to be a demand for doctors from India in Australia. We are 
not good at getting our doctors to go out and work in the rural areas. So I think there will 
be a continued demand for Indian doctors who are prepared to go and work outside 
major cities (KI-Australia-3).  
 
Despite the increase in domestic medical graduates, I think the projection … is a big gap 
between the supply and the demand of doctors in Australia (KI-Australia-5). 
 
In relation to medicine, we have got more local graduates coming out of our universities. 
Our issue once again remains distribution. I think there will be some amount of need for 
international medical graduates, like Indian trained, in the remote and regional areas of 
Australia (Australia-KI-4). 
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The views of the Australian informants suggest that, despite increasing university training places 
in Australia, the demand for Indian trained physicians would likely continue, mainly in rural and 
remote areas. The interviewees also indicated that they expected Australia would continue to rely 
on Indian physicians. A need which is linked with the issue of the mal-distribution of doctors 
within the country due to a current reluctance of some locally trained doctors to work in these 
areas, as well as the ability of government policies to attract overseas trained doctors to work in 
underserved areas.  
 
Analysis of the interviews, with respect to the demand for Indian nurses in the Australian health 
system, revealed different findings when compared to the Indian physicians. The findings 
suggest a likely decline in the demand for Indian nurses in the Australian healthcare job market. 
However, this decline in demand may be short-lived as they may still be needed to redress 
distribution problems. The analyses also revealed an increasing demand among Indian students 
and nurses to take up bachelor and bridging courses in nursing across Australian universities. 
Some informants spoke about the current and future demand for Indian nurses in Australia, as 
outlined in the following statement: 
 
I am aware many students from the sub-continent are migrating to Australia to take up 
nursing and health related courses. And there is always a demand for Indian students in 
Australian universities (KI-Australia-1). 
  
I think in the next couple of years the demand for overseas trained nurses, like Indian 
nurses trained in Australia, may be less; however, in five years we may expect the 
demand to increase. Because there has been a substantial cut-back in health spending in 
Australia, they are employing fewer nurses now than they used to employ a couple of 
years ago (KI-Australia-2). 
In the short-term, I expect to see the demand for Indian nurses in Australia decrease. 
Currently we have quite large number of nurses coming out of our universities to the 
point of saturation. So we really are saturated with new graduates at the moment. 
However, we are still struggling to achieve a better distribution, so we still need overseas 
trained nurses for our rural and remote areas (KI-Australia-4). 
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The above statements suggest that different factors are responsible for a likely decline in the 
demand for Indian nurses in the Australian job market. Some of these factors included a 
reduction in the government spending on healthcare, and the increasing supply of local nursing 
graduates from the Australian universities into the health system. However, the informants also 
believed that some degree of demand for Indian nurses would continue, especially in rural and 
remote areas of Australia, and in certain specialties, such as ICU, emergency care, and pediatric 
nursing.   
 
The analysis of the key informant interviews in Australia identified three important demands for 
Indian nurses within the Australian health system. Firstly, Indian nurses are increasingly 
demanding bachelor and bridging courses in nursing in Australian universities. Secondly, the 
overall demand for Indian trained nurses for employment in the Australian health system may be 
reduced. Thirdly, there could be a reduction of the demand for Indian nurses in Australia, with 
the exception of the rural and remote areas, and in some specialty areas, such as ICU, emergency 
care, and pediatric nursing. In contrast, the demand for Indian physicians in the Australian health 
system is likely to continue, especially in rural, remote, and outer metropolitan areas, as long as 
the issue of urban-rural mal-distribution of physicians in the Australian health system is not 
addressed. 
 
In addition to the above policy and ethical factors being identified with respect to Australia, one 
informant anticipated some changes to the requirements of the ―Temporary Work Skilled Visa 
Programme–(Sub-class 457)‖ visa in the near future. This change may require an employer in 
Australia to demonstrate genuine need for the position by justifying that the vacancy in question 
requires an international applicant and it cannot be filled domestically due to shortages. Any 
major change to the 457 visa may significantly deter Indian physicians and nurses from their 
intention to migrate to Australia, especially as it is one of the most preferred visa categories 
through which a sizeable number of Indian physicians and nurses migrate to Australia. However, 
the extent to which this change is applicable to an overseas trained physician or nurse from India 
is unclear at the moment.  
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7.3 Summary 
This chapter has presented an analysis of the key informant interviews and discussed different 
policy and ethical factors that have the potential to influence the migration of Indian health 
professionals to Australia. The analysis suggests that the policies of the Indian government are 
lenient in checking the migration of physicians and nurses from India. In fact, some polices 
adopted by the Indian government in the past, like giving maximum autonomy to the private 
medical and nursing education sector, resulted in a system that encouraged the migration of 
physicians and nurses from the country. Further, no policies exist in relation to the Indian 
government‘s control of the migration of physicians and nurses to Australia. However, one 
recent Indian policy aimed at recognizing the post-graduate and graduate medical degrees of 
Australia.  The effect of this policy on ensuring that Indian doctors practicing in Australia return 
to India is debatable. Thus, specific empirical research is recommended to assess the 
effectiveness of such policies.  
 
Table 7.1: Summary of themes emerging across the policy and ethical factors 
 
Policy factors in respect of India 
Effects of good standing certificate (GSC) 
Implications of amendment to NORI (No obligation to return to India) 
Effects of privatisation of the Indian medical and nursing education 
Policy and ethical factors in respect of Australia 
Effects of higher requirement in English language proficiency 
Effects of ethical codes on the recruitment of overseas trained health professionals 
Effects of Australia‘s policy towards self-sufficiency of the health workforce 
 
In respect of Australia, due to the long-standing problem of the mal-distribution of health 
professionals, as well as issues relating to the recruitment and retention of local medical and 
nursing graduates in remote and rural areas, there is likely to be a continuing demand for Indian 
physicians and nurses in these areas. Since two of the important barriers of Indian physicians and 
nurses to migrate to Australia remains (namely, English language proficiency, and passing the 
clinical section of the AMC examination—as revealed from the interviews with physicians and 
235 
 
nurses in India, as well as key informants in Australia), Indian physicians and nurses with higher 
proficiency in English, and from top ranked medical colleges and hospitals, will continue to 
migrate to Australia and other countries. The effect of the ethical codes was found to be effective 
in checking the active recruitment of health professionals by employers in Australia from India. 
However, due to limited number of interviews in Australia it was difficult to establish that the 
enactment of these codes have completely controlled the active recruitment of health 
professionals by the developed countries, like Australia. Therefore, the effectiveness of ethical 
codes on international recruitment of health professionals can be debated further, and country 
specific research to assess its effectiveness with larger samples is important. 
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Chapter Eight: Discussion and Conclusion 
 
he previous chapters (Five, Six and Seven) present the results of ITM to another country of 
Indian physicians and nurses, and examined the factors that drive their intentions to leave or 
remain in India. It also analyses the factors that influence Indian physicians and nurses‘ 
intentions ‗to migrate‘ or ‗not to migrate‘ to Australia. Furthermore, it examines the insights of 
key informant members of both countries which may have an impact on the ITM of Indian 
physicians and nurses to Australia. This chapter discusses the results presented in previous 
chapters and concludes the thesis. It discusses the important factors potentially responsible for 
influencing the migration intentions of Indian physicians and nurses to Australia and concludes 
the thesis by summarising the key findings, while acknowledging the research limitations. In 
addition, it identifies important policy and practical implications and suggests areas for future 
research. 
 
This chapter is presented in six sections. The first section (8.1) discusses the important factors 
identified in this research as being responsible for influencing the migration intentions of Indian 
physicians and nurses to Australia. The second section (8.2) outlines the research process and 
summarises the important findings and the contribution made by this thesis to the academic 
literature on health workforce migration. The third section (8.3) acknowledges the limitations of 
the research and the following sections (8.4 and 8.5) discuss the study‘s implications for policy 
and practice, and suggest areas for future research. The final section (8.6) concludes the thesis.  
 
8.1 Discussion of important factors influencing the ITM of physicians and nurses 
In this section the important factors (encompassing, personal, educational, workplace, financial, 
social, labour market, policy and ethical and other facilitating factors) potentially responsible for 
influencing the migration intentions of Indian physicians and nurses to Australia are discussed. 
These factors are discussed by comparing and contrasting the findings of this study with previous 
studies in respect of both source (India) and destination (Australia) countries. In addition, where 
necessary the researcher has identified the scope for further research and suggested how studies 
of this nature could better manage the migration of Indian health professionals to developed 
countries, like Australia.  
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8.1.1 Personal factors 
As observed from the multivariate analysis of survey data, the intention of Indian nurses to 
migrate to developed country like Australia is linked with personal attributes such as their 
demographics (like religion, marital status and gender). The analysis of interviews found that 
their intention to migrate is attributed to other personal factors, such as concerns relating to 
personal safety of women in India and their aspirations, such as the desire to travel, work, and 
settle, especially in developed countries. Both survey and interview findings confirm previous 
studies. For example, two studies one conducted in New Delhi and another in Kerala, India 
identified that Christian nurses are more likely to migrate than their Hindu and Muslim 
counterparts (Thomas, 2006; Walton-Roberts, 2010). Two more studies, one in Lebanon and 
another in Ghana, also noted a significant association between marital status and nurse‘s 
intention to emigrate (Anarfi, Quartey, & Agyei, 2010; El-Jardali, Dimassi, Dumit, Jamal, & 
Mouro, 2009). According to the above studies, nurses with a higher intention to migrate are most 
likely to be single or never married, a finding confirmed in the current study. However, this 
study differs from the above studies, as males were found to be more likely to emigrate 
compared to females. Moreover, previous studies also noted a significant association between 
age and a health professional‘s intention to migrate. While the multivariate analysis of the 
current study did not establish any significant correlation between age and intention to migrate, 
the bivariate analysis did observe that the proportion of both physicians and nurses who reported 
a high intention to migrate is higher (53.4 %) in the age group 20-25 years. This indicates 
younger health professionals are more inclined to migrate than the older ones. A study in Ireland 
established similar findings. It found that younger medical students have more intention to 
migrate than older ones (Gouda et al., 2015). Another study in Japan noted that physicians who 
are younger (<40 years) are more likely to migrate to distant locations than those who are older 
(>40 years) (Matsumoto & Inoue, 2012).  
 
Other personal factors, such as the issue of personal safety and security due to war, terrorism, 
sexual violence, harassment and abduction, were documented as important determinants of 
international migration. This has been noted in studies that examined the migration intentions of 
physicians and nurses from countries, like South Africa and Pakistan (Bidwell et al., 2014; 
Sheikh, Naqvi, Sheikh, Naqvi, & Bandukda, 2012). Unlike other studies, including those from 
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the Indian sub-continent, the issues of war, terrorism and abduction did not arise in the current 
research. However, the issue of personal safety due to rising sexual crime and violence against 
women in the Indian society was found in this research as a factor that might push them to 
migrate internationally, especially for females (Park, 2013). Because of the prevalence of crimes 
against women, both female physicians and nurses reported fearing for their personal safety and 
this influenced their intention to migration to another country. The threat to personal safety of 
female physicians and nurses due to increasing crime and sexual violence against women in the 
Indian society and its connection to intention to migrate is an important finding of this research 
that has not been reported in previous studies from India.  
 
Characteristics like intelligence, subject matter knowledge and awareness about the destination 
country are considered important in overseas migration intentions. However, in the case of health 
professionals, attributes like, ability to pass the licensing examinations and the language 
requirements of the destination country are vital in deciding whether an overseas trained 
physician or nurse will be eligible to practice at the destination country or not. This study 
examined the perceived ability of both physicians and nurses to pass the licensing examination 
and English language requirements of a destination country, like Australia. In the current 
research, the bivariate analysis established an association between ITM and the perceived ability 
to pass the licensing, as well as the English language IELTS examinations for both physicians 
and nurses groups. However, the multivariate analysis established an association between 
physicians ITM and the ability to pass the IELTS examination of the destination country. It 
suggested that generally the physicians with greater ability (self-reported) to pass the English 
language examination are most likely to migrate. This finding is consistent with Kaushik‘s study 
(Kaushik, et al., 2008). It argued that Indian physicians with higher grades and from the top 
quintile medical colleges were more likely to migrate to developed countries. This is because 
there is a high probability that they would successfully pass the necessary licensing and language 
requirement examinations of the destination country. Moreover, research from destination 
countries, like Australia also demonstrated that English language proficiency, such as achieving 
a higher band/ scores in the International English Language Testing System (IELTS) or 
Occupational English Test (OET), is a key indicator of physicians and nurses migration and 
employment outcomes (Hawthorne, 1995, 2012a; Wellard & Stockhausen, 2010). Research has 
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established that the English language represents a significant barrier for many Indian and other 
non-English speaking countries health professionals to attain medical and nursing registration in 
Australia and other native English speaking developed countries (Hawthorne, 2012a; Kumar & 
Simi, 2009).   
 
In addition to the personal push factors, this study also identified personal pull factors keeping 
physicians and nurses in India. The retention factors of physicians and nurses are mainly related 
to the personal aspects of their life. These findings confirm previous studies which had 
specifically indicated family ties and patriotism as important factors encouraging Indian health 
professionals to remain in their home country (PHFI, 2011; Tjadens, et al., 2012). Similar 
findings were also reported in other countries of the Indian sub-continent where physicians in 
particular had given family ties and patriotism as reasons for not leaving their home country, in 
addition to other factors (Syed, Khimani, Andrades, Ali, & Paul, 2008).  
 
One of the noteworthy findings of this study is that some Indian physicians discussed feeling 
motivated to stay in India and confidence in the future. They attributed this to the trend of return 
migration of Indian physicians from abroad. There is some evidence which reveals most of these 
returnees had been employed overseas for at least five years before returning to their home 
country and in many cases they have given up their established practices to return to India 
(PHFI, 2011). Participant‘s interviews suggested that the intention to return is possibly due to the 
growing privatisation of the Indian healthcare sector, especially the growing numbers of 
corporate hospitals and the burgeoning of the medical tourism industry in India (Adkoli, 2006). 
The findings of this study provides further evidence for the impact of return migration on the 
retention of resident Indian physicians and suggest further research in this area to explore the 
correlation between return migration of Indian health professionals settled abroad and its impact 
on the emigration intentions of resident Indian physicians.   
 
The findings of this study have enriched the understanding of how personal factors may 
influence the international migration intentions of Indian physicians and nurses. Their personal 
attributes such as demographics like religion, gender, marital status, age and other personal 
factors like intelligence, level of confidence and the ability to pass the requisite English language 
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examination of the destination country, were found to have a correlation with intention to 
migrate internationally, including to Australia. Similarly, their concerns about a better future and 
the desire to settle overseas support the argument for the involvement of non-financial factors in 
Indian physicians and nurses intention to migrate. In addition, the emergence of personal safety 
issues calls for gender specific research, mainly amongst the female health professionals, that 
could explore the impact of potential sexual violence on their overseas migration intentions.  
 
8.1.2 Educational factors 
The analysis of educational factors confirms previous studies that some Indian physicians intend 
to migrate to developed countries for specialist training due to limited post-graduate (specialist) 
medical vacancies in India. For example, Rao, et al., (2006) noted that 59 % of the medical 
students in their study considered leaving India for specialist training abroad, mainly to the U.S, 
the U.K, Canada and Australia (Rao, et al., 2006). In another study, Mullan (2005) identified that 
the dearth of post-graduate positions, as well as the high cost of capitation fees for entry into 
specialist training in private medical colleges, as important factors encouraging Indian physicians 
to migrate (Mullan, 2005). Dalmia (2006) and Zweig (199) wrote that physicians who were 
denied the opportunity of specialist training in their home country have a higher possibility of 
migrating (Dalmia, 2006; Zweig, 1997). Another study from the U.S found that limited specialist 
education in many developing countries is an important factor of migration of many surgeons to 
the U.S (Hagander et al., 2013).These findings were also consistent with studies from the 
countries of the Indian sub-continent, such as Pakistan, Bangladesh and Sri Lanka, as well as 
countries of the sub-Saharan Africa (Aly & Taj, 2008; De Silva et al., 2013; Syed, et al., 2008; 
Witt, 2009). At the same time certain pull factors in developed countries are supplementing the 
attraction of physicians away from India. For example, a study conducted by Deloitte Australia 
revealed that the enrolment of Indian students in Australia for medicine, nursing and dentistry 
has increased substantially which indicates the growing demand among Indian health 
professionals to migrate to Australia for specialist training and higher education in medicine, 
nursing and allied fields (Economics & Australia, 2011; Hawthorne, 2012a).  
 
The results of this study also provide support for the observation that nursing is not only seen as 
a degree that provides fairly certain employment but also a ‗degree with prospects‘. The 
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‗prospects‘ relates to the view of nursing as an internationally mobile profession. It is noteworthy 
to mention that in some Indian hospitals, particularly in the private sector, the salary of a nurse is 
equivalent to those of ‗unskilled workers‘. However, an investment in nursing education is 
considered a wise decision since it provides a greater potential for moving abroad compared to 
other professions such as engineering, accountancy or academics (Bhutani, Gupta, & Walton-
Roberts, 2013).  
 
The rising trend of nurse emigration from India has inspired Indian hospitals in the private sector 
to engage in the ‗Business Process Outsourcing (BPO)‘ model for global nurse staffing (Khadria, 
2007). Through the BPO model, primarily the large private hospitals recruit and train nurses to 
international standards and prepare them to migrate and work in overseas hospitals. There is also 
some evidence of large private hospitals in India developing for profit, global nurse programmes 
to train nurses specifically for export to the U.S, the U.K and Australia through its own nursing 
colleges and schools built by them (Brush, 2008). The current study also supports the findings of 
Brush (2008) since a few nurses interviewed in this study mentioned that they were influenced in 
their intention to migrate by their education providers.    
 
An analysis of the educational factors in respect of India has pointed out problem areas such as: 
limited vacancies in the government medical colleges; privatisation of medical education; high 
capitation fees; an ambiguous screening process; and the caste based reservation system. The 
analysis of educational factors in respect of Australia has pointed out opportunities for specialist 
medical training and options for skilled development in Australia. All these factors are found to 
supplement each other and thus contribute directly or indirectly to the international migration of 
Indian physicians to Australia. 
 
8.1.3 Workplace factors 
In this study, while both bivariate and multivariate analyses did not find any association between 
workplace factors and intention to migrate, the qualitative interviews revealed different 
workplace factors that the participants perceived as influencing their ITM. Unfavourable 
workplace conditions, such as a lack of professional ethos, inadequate career prospects, a lack of 
dignity at the workplace, workload challenges, systemic deficiencies, and a lack of team work, as 
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well as poor collaboration between physicians and nurses, were found to be key elements of 
dissatisfaction among the participants, especially the nurses. These findings confirm previous 
studies from the Indian sub-continent and other countries, influencing a nurse‘s overseas 
migration intentions (Alonso-Garbayo & Maben, 2009; Bhutani, et al., 2013; El-Jardali, et al., 
2009; Garner, Raj, Prater, & Putturaj, 2014; Gouda, et al., 2015; Sheikh, et al., 2012; Syed, et al., 
2008; Thomas, 2006, 2008; Zander, Blümel, & Busse, 2013). However, unlike other studies 
(Alonso-Garbayo & Maben, 2009; Witt, 2009; Zander, et al., 2013) that reported poorly 
equipped health facilities as a key reason of dissatisfaction at work, the participants in the current 
research did not report such deficiencies in hospitals. This could be due to the fact that the 
participants in this study were recruited from leading hospitals in India that are technologically 
advanced and well managed with international accreditations. 
 
While nurses are generally considered the backbone of health services delivery, in India they are 
a neglected group of health professionals. In many private hospitals they work beyond the 
stipulated 48-hours norm per week to 60-66 hours per week and are deprived of overtime and 
employment benefits, despite being vulnerable to higher risks, for example from infections 
(Manjunath, 2012). As found in this study, the nurses reported being poorly treated by physicians 
affecting their dignity and self-esteem at work resulting in job attrition, inter-sectoral/industry 
migration, or considering immigrating to a country that offers a better salary, respect and 
autonomy at work. These findings are also well established in previous studies (Bhutani, et al., 
2013; Garner, et al., 2014; Thomas, 2006, 2008).  
 
A recent study has identified that the image of nurses in healthcare is changing slowly with new 
roles arising and task shifting from physicians to nurses taking place (Zander, et al., 2013). 
However, the current study differs from Zander‘s findings in relation to the image of nurses in 
India. Participants in this study suggested that nurses in India are still under -valued and are 
inadequately involved in the decision making process and their opinion on health related issues is 
barely sought. These were seen by participants as de-motivating factors, especially for the nurses 
that result in higher ITM to seek better opportunities abroad. Further research in this area is 
necessary to understand how the important role of nurses in the Indian health system can be 
better utilised and acknowledged. Policy related research can be undertaken to improve the 
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working conditions and pay scales of nurses enhancing their professional autonomy and on-the-
job training. Such research could better manage migration of nurses from India.  
 
8.1.4 Financial factors 
In this study financial factors were found to be one of the important predictors influencing the 
intention to migrate of the Indian physicians and nurses to Australia. This is because both the 
quantitative and qualitative data gathered from this study, supports the influence of financial 
factors in pushing Indian physicians and nurses to leave India and attracts them to Australia. For 
example, the multivariate analysis of survey data established that physicians who were 
dissatisfied with their salary in India are six times more likely to report a high ITM to a 
developed country, like Australia. Indian nurses who were dissatisfied with their salary were 
three times more likely to report high ITM to a developed country. Additionally, for the nurses, 
macro-economic factors were also found to be a significant predictor of their international 
migration intentions.  
 
The interview findings also established the role of financial factors in influencing the migration 
intentions of Indian physicians and nurses to Australia. These findings confirm previous studies 
from India, as well as other countries, mainly from the developing economies. For example, a 
multi country study conducted in Colombia, Nigeria, India, Pakistan and the Philippines revealed 
that about 91 % of the participating physicians reported that a poor salary was the most 
influential factor promoting international migration (Astor et al., 2005). Another study conducted 
by the WHO in the African region found that poor salary played a dominant role in motivating 
health workers to migrate overseas (Awases, Gbary, Nyoni, & Chatora, 2004). Two more studies 
in Pakistan had similar findings. These studies identified that a majority of post-graduate medical 
trainees were leaving because of poor stipends in their country (Imran, Azeem, Haider, Amjad, 
& Bhatti, 2011; Syed, et al., 2008). Studies from India also noted similar results for nurses. 
Findings of Thomas and Sharma‘s studies identified poor salary as the most important factors 
that motivates nurses to consider international migration (Sharma & Kamra, 2009; Thomas, 
2009). 
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This study found different financial factors were important for nurses compared with doctors. 
For example, rising inflation in India has a direct impact on nurse‘s personal economic status, 
whereas limited government investment on healthcare has a direct impact on physician‘s 
specialist training and nurses‘ employment opportunities in public sector hospitals in India. 
Unlike previous studies (Alonso-Garbayo & Maben, 2009; Syed, et al., 2008; Thomas, 2008) 
that emphasized the poor salary of health professionals as a standalone contributor for 
international migration, this research suggests that macro level economic factors (such as low-
spending on healthcare by the government and rising inflation) were also important in 
influencing migration intentions. Furthermore, the findings of this study also support literature in 
respect of developed countries, like Australia, suggesting that Indian physicians and nurses are 
attracted towards these countries due to their stable economies and greater earning potential. In 
particular, the current study confirms research from Australia and other highly developed 
countries that reported the good socio-economic situation and stability as important financial pull 
factors of medical and nursing migration (DoH, 2008; Tjadens, et al., 2012).  
 
The interviews also identified that there are substantial wage difference for nurses between the 
public and private hospitals within India. As a result inter industry migration and international 
migration of nurses could be more prevalent for private hospitals in India. These findings 
confirm previous work (Sharma & Kamra, 2009; Thomas, 2006) that also observed a high 
attrition and migration of Indian nurses from private hospitals compared to government 
hospitals. A substantial difference in wages between public and private hospitals demonstrates 
the unwillingness, as well as the inability, of the Indian government to regulate the private sector 
and frame policies that allows equity in the payment of wages to health professionals irrespective 
of the type of ownership of the facility. It also signifies the ineffectiveness of the government‘s 
monitoring mechanisms in adhering to the latest (6
th
) pay commission guidelines towards the 
recruitment of nurses in different types of healthcare settings in India (PHFI, 2011). Therefore, 
policy measures in this area are imperative because it would allow the Indian government to 
demonstrate a sense of commitment towards the needs of nurses and take measures that could 
reduce the difference between the pay policies of private and public sector hospitals in the 
country. 
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Similarly, findings from the current study also support previous literature that substantial wage 
differences between source and destination countries and greater earning potential in developed 
countries influence the intention to migrate of physicians and nurses from developing countries. 
For example, the starting income of a registered nurse in Australia is about USD 6,000 a month, 
in contrast the starting salary of a B.Sc. qualified registered nurse in India is less than USD 200 
per month (Marcus, Quimson, & Short, 2014; Rajagopal, 2013; Vujicic, Zurn, Diallo, Adams, & 
Dal Poz, 2004). Minimizing this income gap between Australia and India for health professionals 
would be impractical due to their two very different economies. Therefore, this research suggests 
non-financial instruments could be more effective in reducing the out flow of health 
professionals from source countries.  
 
In India, the current government‘s spending on healthcare is very low at 1.04 % of the total GDP 
compared to other countries in the region (MOHFW, 2015). Consequently, in the last decade the 
government has promoted private investment in healthcare resulting in the establishment of 
numerous private hospitals, as well as medical and nursing colleges in the country. However, the 
increase in the supply of graduate medical physicians and nurses through the privatisation of 
medical and nursing education has not been matched with a comparable increase in opportunities 
for appropriate employment (mainly for nurses) and specialist training programmes (mainly for 
physicians) in India. This finding of limited opportunities for nurses in the India‘s healthcare 
system especially in the government sector is consistent with Mejia‘s (Mejia, 1978) pioneering 
work on the international migration of health professionals. Mejia identified that the major push 
factor in the source country is that those countries produce more physicians/nurses than they 
have the economic capacity to employ. The results of this study and other studies suggest that 
reducing the outflow of nursing and medical staff from India may require greater government 
investment in healthcare.  
 
8.1.5 Social factors 
In this study, like the financial factors, the role of social factors was found to be important in 
influencing the migration intentions of Indian physicians and nurses. From the analyses of the 
survey and interviews it was established that social factors were important predictors responsible 
for pushing Indian physicians and nurses out of India and attracting them to Australia, as well as 
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deterring them from migrating to Australia. Due to its multifaceted role, these factors are 
discussed in detail in respect of both source and destination countries.  
 
As observed from the survey and interview findings of this study, the intention of Indian 
physicians and nurses to migrate internationally has been linked to the interrelated networks that 
included family, friends, and relatives of physicians and nurses both in their home country and 
abroad. These findings confirm previous studies indicating the important role that 
encouragement and support of family and social networks have been providing information and 
influencing the decision of health professionals to emigrate (Alonso-Garbayo & Maben, 2009; 
Johnson, Green, & Maben, 2014; Tjadens, et al., 2012). For example, a study of Indian trained 
dentists in Australia noted the important role of family and peers in influencing dentists intention 
to migrate overseas (Balasubramanian, et al., 2014). While the Australian study dealt with a 
different group of health professionals, the current study corroborates this finding by adding to 
the evidence that physicians and nurses are influenced towards international migration by family 
and social linkages. In summary, the current study demonstrated that ITM is influenced by social 
factors and thus, supports the existence of social networking in the migration of Indian health 
professionals, as reported in other studies (Boyd, 1989; Klein, et al., 2009).  
 
It is evident from this study that status, the prestige surrounding the medical and nursing 
professions, and professional dignity are important social factors influencing the overseas 
migration intentions of Indian physicians and nurses involved in this research. These findings 
confirm previous research indicating the role of international migration in the rise of status, 
prestige and dignity in both home and destination countries of Indian physicians and nurses 
(Alonso-Garbayo & Maben, 2009; Astor, et al., 2005; Tjadens, et al., 2012). Physicians and 
nurses are often expected to grow personally and professionally from the experience and skills 
gained through international migration. Living and working in a multicultural environment at the 
destination country is perceived to contribute to their experience. The skills and experience 
gained at the destination country facilitates the health professionals obtaining better jobs and 
positions on their return to their home country, thus raising their status and prestige and also 
raising respect for their profession at home. 
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While the nurses participating in this study recognised the value of their profession, they 
struggled with the societal views of nursing as a ‗low-level‘ job with ‗night shift‘. From a 
broader social perspective the social stigma associated with nursing has been found to affect their 
marriage prospects. George wrote that Indian nurses, partly because of the negative views of 
their occupation and mobility, had difficulties finding a suitable match, which is supported by the 
findings of this study (George, 2005). However, it is inconsistent with other studies (Marie 
Percot & Rajan, 2007; Walton-Roberts, 2010) that reported the loss of stigma in Indian society 
surrounding the nursing profession and found nurses as popular marriage choices. Given the 
cultural and economic diversity within India, it is possible that the apparent contradictory results 
of the studies are due to different study populations. Moreover, given the importance of marriage 
prospects in India this matter deserves further study in the context of its influence on intention to 
migrate.  
 
Migrant health workers who successfully acculturate to a new culture are more satisfied with 
their job, face minimal communication barriers and less likely to commit errors at work 
(DiCicco-Bloom, 2004; Ea, Griffin, L'Eplattenier, & Fitzpatrick, 2008; Yi & Jezewski, 2000). In 
the context of Indian health workers, Healey (Healey, 2007) writes they possesses highly 
transferable skills and have historically displayed high mobility and adaptability. In this study, 
similar findings are noted. It was found that both Indian physicians and nurses perceived 
themselves to have greater ability to integrate well with new cultures and work environments. 
However, there are always gaps between the perceived and actual degree of adaptability. Hence, 
research at the destination country would be important in assessing the adaptability of the Indian 
physicians and nurses since a successful acculturation adds to job satisfaction and results in a 
reduction of errors in the work place. 
 
This study also observed how cultural differences, language barriers and differences in working 
environments between India and Australia could deter Indian physicians and nurses from 
migrating to Australia. These findings confirm previous studies from Australia which also 
documented the difficulties faced by overseas trained health workers, including Indian trained, in 
adjusting to Australian culture and their working environment (Brunero, Smith, & Bates, 2008; 
Hawthorne, 2001; Jackson, 1996; Konno, 2006; Omeri & Atkins, 2002; Walters, 2008; Wellard 
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& Stockhausen, 2010). The difficulties mainly faced by migrant health workers include: 
language barriers; homesickness; cultural differences; racial intolerance; discrimination and so 
on and forth. These difficulties could result in frustration and confusion and loss of self 
confidence and self esteem and thus can lead to job dissatisfaction and errors at work. It is 
therefore important to note that transferability and adaptability are important features of migrant 
health workers since it will enable them to settle well in a new culture and work environments to 
ensure safety and quality of medical care.  
 
The social and cultural context within destination countries impacts on how migrant health 
professionals are received and treated within society generally. Research evidence from different 
destination countries confirms that migrant health professionals may face prejudice, racial 
intolerance and discriminatory obstacles to exercising their rights and profession and that these 
unpleasant experiences has resulted in some health professional leaving those countries 
(Aboderin, 2007; Cummins, 2009; DiCicco-Bloom, 2004; Zubaran, 2012). This study made 
similar findings. One of the important social factors identified in this study discouraging some 
Indian physicians and nurses from migrating to Australia is their perceptions about the 
prevalence of discrimination and racial intolerance existing within the Australian society, as 
shown by the attacks on Indian students mainly in Victoria (Heather, 2009) and New South 
Wales (Michael, 2009) in the recent past. Both qualitative and quantitative findings of this study 
support that some Indian physicians and nurses hesitate to migrate to a country that shows 
unwelcoming attitudes towards Indians. However, some of the physician participants of this 
study also felt that issues like discrimination and racism in Australia are only confined to the 
student level and do not affect workplaces and professionals.  
 
As Australia is one of the most culturally and linguistically diverse global societies of the world, 
a diverse health workforce can contribute to improving access to care among diverse healthcare 
consumers in the country (Kelaher & Manderson, 2000). Therefore, the findings of this study 
have practical and policy impactions for the Australian health systems since a discrimination free 
society and work environment would encourage more overseas trained health professionals to 
migrate to Australia and contributes to its health system and the Australian economy at large. 
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8.1.6 Labour-market factors 
The labour-market factors of both source and destination countries are vital in influencing the 
migration intentions of health professionals. In this study the multivariate analysis of the survey 
data did not establish any significant correlation between the labour market factors and Indian 
physicians and nurses‘ intention to migrate. However, the interviews revealed that Indian 
physicians and nurses are attracted to Australia due to shortage of health workers and the 
availability of lucrative job opportunities in that country. Their views about Australia‘s labour 
market are supplemented by evidence that confirm shortages of health professionals in rural 
Australia. For example, both federal and state governments of Australia have acknowledged the 
shortages of physicians, nurses, specialist and other health professionals mainly in outer-
metropolitan, rural, remote and very remote areas (Productivity Commission, 2005; GOA, 2012). 
There is also substantial evidence of increasing reliance in Australia on overseas trained medical 
and nursing graduates, primarily from developing countries like India, to fill the vacancies in the 
shortage areas (Birrell, 2004; Hawthorne, 2012b). The growing reliance on overseas trained 
physicians and nurses in Australia raises a number of issues from Australia‘s point of view. 
These may include but are not limited to: health workforce planning within Australia; concerns 
about the ethical recruitment of health professionals; inconsistent systems to recognise overseas 
qualifications; issues with health services delivery; and adaptation and transferability of overseas 
medical and nursing professionals within the Australian health systems and culture. Therefore, 
this study suggests further research in these areas which will have both practical and policy 
implications for better management of health workforce planning in Australia.  
 
This study reveals that push factors in respect of India outweigh the negative factors hence it can 
be argued that more physicians and nurses are intending to leave India. The push factors that are 
found to influence Indian health professionals to leave India vary between the physicians and 
nurses groups. In case of physicians, low salaries, limited specialist opportunities and support of 
family and friends in the home country were found to be important predictors. For nurses, low-
salary, personal safety issues, lack of social status and dignity, and job dissatisfaction are found 
to be important factors pushing Indian nurses to leave India. This indicates the intention to 
emigrate of physician participants in this research is mainly influenced by the financial, higher 
education and social factors whereas for nurses it is mainly influenced by the financial, 
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workplace, social and personal factors. It is also interesting to note that demographics of nurses 
(like marital status, religion and gender) are important in influencing their emigration intentions 
whereas for physicians these attributes were not found to be important. In contrast, this study has 
identified very limited pull factors that encouraged both Indian physicians and nurses to remain 
in India. The pull factors were mainly governed by the personal and social aspect of their lives 
and include patriotic attitudes, family ties and responsibilities in India and the belief that India 
will be rising. Furthermore, this study noted differences among physicians and nurses groups 
when it comes to the facilitating factors supporting their migration intentions. While the nurses 
are mainly influenced by the supportive role of private migration agencies in India, the 
physicians are self-directed and more dependent on information technology and social media in 
obtaining information about the destination country.   
 
8.1.7 Policy and ethical factors 
The analysis of key informant interviews in respect of both countries have identified important 
policy and ethical factors that potentially impact the demand for Indian physicians and nurses in 
Australia, as well as their intention to migrate to Australia. The analysis of policies in respect of 
India indicates they have little effect on controlling the migration of Indian physicians and nurses 
to Australia and other countries due to lenience. These findings confirm previous studies that 
also pointed out the laissez-faire policy and the limited efforts of the Indian government to 
control the emigration of skilled professionals, such as doctors and nurses from the country 
(Bhattacharyya, et al., 2011; Chanda & Sreenivasan, 2005; PHFI, 2011). 
 
The findings of this study have established the effects of NORI on the migration intentions of 
physicians from India to migrate to the US. The changes to NORI are recent therefore there is 
little research on its effects on the migration intentions of mainly Indian physicians. However, 
there is some literature available on NORI that criticizes the role of Indian government in 
seeking to control the emigration of physicians from India, specifically to the U.S. (D'Souza, 
2012; Ganapati Mudur, 2012). This indicates Indian physicians are increasingly looking for 
migration opportunities to other countries and are not in favour of a control mechanisms that 
present barriers to their international migration decisions. In most instances, these physicians are 
young graduates who are denied specialist training in India, either due to limited vacancies in 
251 
 
public medical colleges or who are unable to afford specialist training in private colleges due to 
hefty capitation fees (Dalmia, 2006; Mullan, 2005; Rao, et al., 2006; S. Rao, 2013).  
 
The policy of NORI is specifically formulated as a control mechanism for Indian physicians 
migrating to the U.S. This study has noted that controlling Indian physician‘s decision to migrate 
to a specific destination like the U.S may divert their intention to migrate to other countries with 
similar economies, where the physicians can attain their professional and educational goals. In 
the past, a similar situation was experienced, when the Indian government banned the ECFMG 
(Education Commission for Foreign Medical Graduates) examination from being sat in the 
country. Indian medical students bypassed this ban by taking the examination in neighboring 
countries (Chanda & Sreenivasan, 2005). Therefore, it is likely that any policy that is targeted at 
controlling Indian physicians and nurses from migrating to the U.S or any other country may 
divert their preference towards Australia or other countries on their preference list.  
 
In addition to the effects of NORI, the analysis of key informant interviews in India suggests two 
important findings around the privatisation of Indian medical education. First, it has encouraged 
the intentions of physicians to migrate overseas and second, it has reduced the quality of medical 
education in India. The findings relating to the role of privatisation of medical education in 
encouraging migration, confirm previous studies across India and countries of the sub-continent 
(Diwan, Minj, Chhari, & De Costa, 2013; Huntington, Shrestha, Reich, & Hagopian, 2012; 
Mullan, 2005; Shankar, 2011). It also supports an earlier finding of the current study (Chapter 
Six), in which the physicians interviewed in India, highlighted the issues associated with the 
privatisation of medical education and its effects on their migration intentions for specialist 
training in another country. Thus, the finding of this study pertaining to the quality of medical 
education is also consistent with previous research relating to the issues of admissions, capitation 
fees, faculty recruitment, and possession of infrastructure (Ananthakrishnan, 2010; Das, 2012;  
Rao, 2013; Supe & Burdick, 2006). 
 
The policy of the Indian government to privatise the medical education sector and its poor 
regulation has played a significant role in influencing the intentions of Indian physicians to 
migrate internationally. Therefore, this research demonstrates that any polices that is aimed at 
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restraining Indian physicians from migrating abroad must focus on addressing the issues 
prevailing within the Indian medical education system. Further research is also suggested to 
examine the effects of a recent policy adopted by the Indian government that would encourage 
the return migration of Indian born physicians, trained and practicing mainly in the developed 
countries. This policy aims at recognizing the post-graduate and graduate medical degrees of five 
English speaking countries (U.S, U.K, Canada, Australia and New Zealand) in India. This policy 
was not discussed in the interviews, possibly because of its very recent promulgation into the 
Indian healthcare system (MOHFW, 2014).  
 
On the other hand, the findings of key informant interviews in respect of the Indian nursing 
community revealed minimal efforts by the government in retaining nurses in India. The effect 
of obtaining a mandatory GSC from the Indian nursing council as a controlling mechanism in 
emigration of nurses was unclear. This is because the interviews revealed ambiguous views 
between two different categories of informants. Therefore, further specific research in this area is 
important to assess if the policy of obtaining a mandatory GSC can effectively control the 
migration of health professionals from India or just delays the process of migration. 
 
The interviews with key informants have established the effects of privatisation on the mal-
distribution of nurses in India. Like medical education, the growing privatisation of nursing 
education has also resulted in a majority of nursing colleges being established in urban areas and 
in states that have higher socio-economical and health indicators (Rao, Rao, Kumar, Chatterjee, 
Sundararaman, 2011). The nurses trained in private nursing colleges are more likely to be 
employed in the private hospitals and clinics located in cities and urban locations (Bhutani, et al., 
2013; Gill, 2011; Issac & Syam, 2010). A low public investment in healthcare and growing trend 
of privatisation thus created a gross inequality in distribution and availability of nurses in India. 
It has even seen a mismatch between the production of nurses and low vacant staff positions in 
the public health system  (Hazarika, 2013). This suggests that privatisation of healthcare is not 
necessarily addressing the issues of the shortages and mal-distribution of health professionals. 
Other strategies need to be introduced to improve the attraction and retention of health 
professionals in the Indian health system.  
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The analysis of key informant interviews in respect of Australia demonstrates a moderate degree 
of regulations inflicted on Indian physicians and nurses to practice medicine or nursing in that 
country. It suggests three key findings that potentially influence the intention of Indian 
physicians and nurses to migrate to Australia and their demand into the Australian health system. 
First, this research has revealed that the criterion of higher proficiency in English is a major 
barrier in the licensing and recruitment of Indian physicians and nurses into the Australian health 
system. These findings are consistent with studies conducted by Hawthorne in the past 
(Hawthorne, 1995, 2012a). Hawthorne‘s study highlighted on the low performance of Indian 
health professionals in English examinations, like Occupational English Test (OET), and finds 
that English proficiency is a significant barrier for Indian health professionals to get into the 
Australian health system. In 2010, only 30% of Indian health professionals passed the OET on 
their first attempt (Hawthorne, 2012a). The earlier results of the current study (Chapter Six), in 
which physicians and nurses were interviewed in India also noted similar findings relating to the 
higher requirement in English examination as an important barrier to migration to Australia and 
other English speaking countries.  
 
Second, the findings of key informant interviews reveal conflicting views about active 
recruitment of health professionals from India. Active recruitment of health professionals from 
countries like India may raise questions on the effectiveness of ethical codes in controlling 
international migration of health professionals. According to WHO, active recruitment and 
related migration of health professionals has become one of the greatest threats to global health, 
especially in the developing countries (WHO, 2006). Many of the developed countries including 
Australia, have experienced chronic shortages of health professionals and have only been able to 
sustain their relatively high health professional to population ratios by recruiting from 
developing countries, including India (Edge & Hoffman, 2013; Hawthorne, 2012b; Mullan, 
2005). Active recruitment also demonstrates the gaps in the adherence to the ethical codes of 
practice within the developed countries (Edge & Hoffman, 2013). Therefore, advocacy and 
technical guidance for effectively implementing different ethical codes on the recruitment of 
health professionals are needed to improve their impact among decision makers. 
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Third, the findings of key informant interviews suggested that the demand for Indian physicians 
and nurses is expected to continue, especially to work in rural and remote Australia, mainly due 
to the shortages and mal-distribution of the health workforce in these areas. These findings are 
consistent with previous reports that also forecasted the continued reliance of Australia on 
overseas trained health professionals to meet the demand for health services, especially in rural 
and remote areas (GOA, 2012). Issues relating to the attraction and retention of local medical 
and nursing graduates in rural and remote areas are generally held to be responsible for the mal-
distribution of physicians and nurses in Australia. Since 2000, the Government of Australia has 
employed health education strategies (to increase the recruitment of Australian students into rural 
areas) and rural retention strategies (for the existing workforce) to address the issues of mal-
distribution (UoWA, 2013). Different strategies to recruit, retain and support overseas trained 
health professionals have been implemented by the government in the past (Mason, 2013). 
However, there still exist issues relating to licensing, access to Medicare benefits, and the 
cultural adaption of them and their families to Australia that make it difficult to integrate well 
into the destination countries health system (Carlos Zubaran & Douglas, 2014). 
 
8.1.8 Other facilitating factors  
In addition to the push and pull factors discussed above this research reveals that the migration 
intentions of Indian physicians and nurses are often influenced by the supportive role of private 
recruitment agencies and use of internet and social media. These findings add to the existing 
body of literature and suggest the strengthening of ‗push and pull‘ model of international 
migration. Whilst the ‗push and pull‘ model mainly focuses on the two important factors within 
the source and destination countries, it overlooks a third factor namely ‗facilitating factors‘ that 
could exist in any of the countries and plays a supportive role as seen in this research. Therefore, 
this research also provides evidence to strengthen the push and pull model to better understand 
the migration determinants of the health professionals.   
 
As noted in this study, usually a nurse‘s intention to migrate is facilitated by the recruitment 
activities of private agencies for popular destinations like the Gulf region, Australia and Canada. 
These agencies play a supportive role between the prospective nurse migrant (or the nursing 
training colleges in India) and the healthcare/hospital institutions of the destination countries 
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(Khadria, 2007).  While the role of private agencies in facilitating international migration of 
nurses is well documented, literature also confirms that migration of nurses is also supported by 
government agencies at both the source and destination countries. For example, in the state of 
Kerala, which is considered the hub of nurse emigration in India, its state owned ‗Overseas 
Development Promotion Consultant‘ conducts regular recruitment interviews for their nurses for 
placement in different countries, especially in the Middle East region (Bhattacharjee, 2012; 
Khadria, 2007; Liz, 2006; Mathew et al., 2011). Similarly, some evidences (prior to the 
ratification of ethical codes for international recruitment of health professionals by countries like, 
the U.K and Australia) do exist that suggests  recruitment of overseas trained nurses and 
physicians, especially from the developing countries are facilitated by government agencies of 
developed countries who have their dedicated recruitment divisions (Forster, 2005). However, in 
the current study this practice of agency recruitment was not reported by the physician group 
who reported being more self-reliant in exploring overseas opportunities. The difference in the 
modus operandi between the nurses and physicians supports previous research showing the 
active recruitment of nurses by the agencies and self-directed job hunting by physicians (i.e. who 
look for overseas opportunities by themselves) (Dovlo, 2007; Tjadens, et al., 2012).   
 
The IT sector in India is booming and the use of the internet amongst Indians and specifically 
amongst skilled professionals is on the rise. A recent study suggests the computer literacy and 
internet use of Indian healthcare professionals as more than 50% (Gour & Srivastava, 2010). 
However, little evidence exists that supports the use of internet and other social media in 
influencing Indian health professional migration intention process and whatever information is 
available is mainly anecdotal. Some evidence exists from other countries that establishes the role 
of information technology, especially the use of the internet, as a facilitator of international 
migration (Carlos, 2013; Freeman, Baumann, Blythe, Fisher, & Akhtar, 2012). For example, 
evidence from Australia reports the use of Facebook and MySpace as a means to connect with 
opportunities (Tjadens, et al., 2012). In Kenya, the use of the internet to some extent is found to 
replace the roles of recruiters since health professionals can directly access information about 
possible vacancies and opportunities abroad (Tjadens, et al., 2012). In Australia, Filipino nurses 
reportedly use the internet to learn Australian idioms and slang (Marcus, Short, & Nardi, 2014). 
The findings of this research confirm these earlier studies and add to the existing body of 
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literature that the internet and use of social media also facilitate the international migration 
intentions of Indian health professionals, especially the physicians.  
 
8.2 Limitations of the research  
The important findings of this research need to be considered in the context of the limitations of 
methods and research processes.  Some limitations that are noted in this study are: 
 
1. The research included physicians and nurses who are currently in India. It could not involve 
the Indian trained physicians and nurses currently working in Australia due to time 
constraints. The inclusion of Indian health professionals working in the Australia‘s healthcare 
sector could have given a better insight into the factors that motivated them to migrate to 
Australia. 
2. The data collected for the quantitative phase was drawn from two hospitals in India. Hence, 
the survey results may have limited generalizability. Practicalities limited the number of 
hospitals that could be included. In order to capture some of the diversity of hospitals in 
India, the hospitals were deliberately chosen so as to have different characteristics. 
Physicians and nurses were only sampled from these hospitals and not from non-hospital 
settings. The quality of the selected hospitals was probably above average for India. 
Consequently, the physicians and nurses included may not represent the full spectrum of 
views or may be biased.   
3. Due to the nature of the qualitative research, the data obtained in qualitative stage of the 
study is subject to different interpretations by different researchers and readers. The 
researcher has used a range of approaches to try and ensure that the analyses are consistent 
with good practice in the qualitative research.  
4. The survey questionnaires for the physicians and nurses mainly focused on the push-India, 
pull-Australia and push-Australia factors and did not include the pull-India factors.  
5. The key informant interviews, especially in Australia, did not draw much information 
relating to AMC pathways and certain visa categories that are vital for health professional 
migration to Australia. Hence, additional interviews with AMC and immigration officials in 
Australia could have given additional insights to the research. 
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6. In respect of India, the promulgation of some new policies relating to health professional 
migration took place during the end of data collection in India. Given that timing, it was not 
possible to explore the effects of these policies. However, this research provides both a 
framework and findings that may enable others to better consider the effects of those policy 
changes.    
 
8.3 Practice and policy implications 
This study has provided insight into the issues of physicians and nurses in India, as well as their 
perceived opportunities in the event of migration to a developed country, like Australia. The 
major contribution of this study rests on the fact that there is no comprehensive research that has 
examined the factors influencing the migration intentions of Indian physicians and nurses to 
Australia. The use of mixed-methods for this study, allowed for a more complete understanding 
of the research problem and added value to the research results and their interpretations. As well 
as making a contribution to migration scholarship, the results of this study are aimed at: policy 
makers; hospital and health administrators; physicians and nurses; migration officials; migration 
researchers; and health workforce planners. Knowing the important push, pull and facilitating 
factors, the evidence gathered from this research may assist in retaining health professionals in 
India and/or attracting them to Australia. Specifically, the implications of this research include: 
 
1. There is discordance between graduate numbers and post-graduate training places in medical 
education in India. One of the reasons of this discordance is limited investment in healthcare, 
particularly in higher medical education and research. If the Government of India wants to slow 
the migration of physicians, and enhance the quality of workforce then this research indicates it 
needs to increase funding in higher medical training by increasing the number of affordable post-
graduate vacancies in the country. 
 
2. The level of autonomy and limited regulation of private medical colleges in India has 
increased the cost of both under-graduate and specialist medical training in the private sector. It 
is viewed as leading to a decrease in the quality of medical education in the country, resulting in 
many young physicians leaving India for higher education abroad. Therefore, the Government of 
India and the Medical Council of India should consider better regulation of private medical 
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education on issues related to their admission processes, hefty tuition fees and the quality of 
medical training. 
 
3. This study identified inconsistencies in the salaries between health facilities in India, 
especially the lower salaries of nurses in the private hospitals. Overall, poor salaries are a strong 
factor in influencing the migration intention of Indian nurses. From this research this would 
appear to be an even stronger driver for nurses working in private hospitals since they are paid a 
lower salary compared to government hospitals. Therefore, implementation of equitable wage 
policy in the private health/hospital sector, such as latest pay commission (6
th
 pay commission), 
at par with the public sector is recommended. Such policy measures would also demonstrate a 
sense of commitment towards the needs of nurses and improving their status in Indian society. 
 
4. Privatisation of nursing education in India has contributed to mal-distribution of nurses in 
India because most of the nursing colleges are concentrated in the cities and states that have 
higher socio-economic and health indicators. Hence, both the State and Central Governments in 
India should consider policies and licensing approaches to encourage the establishment of new 
nursing colleges, most likely by private operators, in states with low socio-economic and health 
indicators and nursing workforce shortages.  
 
5. The findings of this study revealed that cultural differences and English language proficiency 
is an important barrier in the migration and integration of Indian health professionals into the 
Australian health system. Therefore, this study suggests that if there is a need to increase 
migration then there is a need to pay greater attention to the quality of English language 
programs coupled with education on other cultural differences relevant to healthcare. This would 
assist in the attraction, retention and integration of overseas trained health professionals into the 
Australian health system. 
 
6. This study established that a sizeable proportion of Indian physicians and nurses have a high 
intention to migrate internationally. In this sample, there was a high preference for Australia as a 
potential destination. This is relevant to health workforce planning and migration priorities In 
Australia. 
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8.4 Areas for future research  
This study also identifies some important questions for future research on the impact of health 
professional migration to both the source and destination countries. Some areas that require 
further research may include: 
 
1.) The integration and adaptability of Indian physicians and nurses into the Australian health 
system. 
2.) Australian Medical Council‘s and specialist pathways specific issues faced by Indian 
physicians and nurses in migrating to Australia.  
3.) The employability of Indian physicians and nurse in the Australian labour market. 
4.) The effects of retention policies implemented by the Indian government to curb migration or 
promote return of resident health professionals to India. 
5.) The factors influencing the return migration of health professionals to India.  
6.) The effects of ethical codes on targeted international recruitment of health professionals to 
developed countries. 
 
8.5 Summary 
This research answered important questions relating to the intention to migrate of Indian 
physicians and nurses specifically to Australia. The answer to the first research question ‗how 
strong is the ‗intention to migrate‘ to another country of Indian physicians and nurses?‘ is that, 
52% of Indian nurses and 41% of the physicians have a high intention to migrate to another 
country. Based on this sample, it suggests that more than half of the Indian nurses and 2 in every 
5 physicians were seriously considering leaving India for other countries. These results are 
consistent with (but on the high end) of other studies. This would represent a very significant 
loss to the Indian health system, particularly in terms of the cost involved in training physicians 
and nurses, as well as the cost of recruiting replacements, and additional workload if 
replacements are not met.  
 
The answer to the question ‗what factors influence Indian physicians and nurses‘ intention to 
migrate to Australia?‘ identified a combination of push, pull, and facilitating factors. These 
factors differ between physician and nurse‘s groups and include both Indian push and Australian 
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pull factors. In the case of physicians, limited opportunity for specialist training in India, higher 
ability to pass the IELTS examination, low salary, social support of friends and family, 
facilitating role of information technology, higher quality of life, and opportunities for better 
employment and skill development in Australia are important factors that push the physicians to 
leave India and migrate to Australia.  
 
In contrast, for nurses, demographic factors (such as age, religion, marital status), lack of social 
status in India, low salary and financial insecurity, facilitating role of migration agencies and the 
ability to adapt to new cultures and work environment are the important predictors that push 
nurses to leave India and migrate to Australia. Furthermore, an important finding noted among 
female physicians and nurses‘ cohort was the fear of personal safety due to increasing crime and 
sexual violence against women in the Indian society and its implications on their intention to 
emigrate. This was an important finding because previous studies did not establish such factors 
that would influence the intentions of female health professionals to leave India. Otherwise these 
results are broadly consistent with other published research. 
 
In response to the research question ‗what impact does the regulatory environment of India and 
Australia have on the Indian physician and nurses‘ intention to migrate to Australia?‘ this 
research found that policy and ethical factors play a crucial role in determining the migration 
intentions and future demand of Indian health professionals in Australia‘s health system. The 
findings of the policy factors in respect of India reveals limited restrictions on health 
professionals migrating from the country. However, in respect of Australia, policies related to 
English language proficiency, licensing examination, and ethical recruitment play an important 
role in creating barriers to the migration of the Indian health professionals. It would appear that 
there are significant barriers to migration at the Australian end both specific to the medical and 
nursing profession and more generally.  
 
In summary, the migration intention of Indian physicians and nurses to Australia is primarily 
influenced by a combination of push, pull, and other facilitating factors that interplay within the 
source country, India and the destination country, Australia. The greater the push and pull factors 
of the source and destination countries the higher chances that the health professionals would 
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leave India and migrate to the Australia. Similarly, the stronger the pull factors in India greater 
the chances that the health professionals would remain there. Furthermore, the stronger the push 
factors of the destination country, the greater the chances that the health professional would be 
discouraged to migrate to that country. The presence of facilitating factors within either of the 
countries further adds to the intention to migrate of the health professionals by supporting them 
in different migration related activities. Furthermore, this research has generated a theoretical 
understanding of factors influencing the intentions of physicians and nurses‘ to leave home 
country and migrate to a destination country. The theoretical understanding of different factors 
has contributed to a nascent area of knowledge that has implications for policy and practice. 
Further research on the areas suggested above may give additional evidence about health 
professional migration and enable in better management of health workforce issues in both 
developing and developed countries. 
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 Appendixes: I – VII 
 
Appendix-I 
1. Survey questionnaire for Indian physicians 
Section-1: Demographic and profession related information  
1.1. What is your gender?   
M a l e
  
F em a l e
 
1.2. What is your age (in years)?   
2 0 -2 5  2 6 -3 0 3 1 -3 5  3 6 -4 0
   
4 1 -4 5
  
4 6 -5 0
   
5 1 -5 5  
    
5 6 -6 0
 
 
1.3. What is your religion?  
H i n d u M u s l i m C h r i s ti a n B u d d i s t Ja i n S i k h o th er
 
If other, please mention:    
 
1.4. What is your marital status?  
S i n g l e
 
M a r r i ed
 
1.5.   If married, number of dependent children:  
 
1.6         What is your birth place? 
R u r a l
   
U r b a n
  
S em i -u r b a n
 
 
1.7 Which year you completed your first degree in medicine?  
 
 
1.8.      What is your highest medicine/surgery degree?  
 
M B B S
 
P o s t G r a d  D i p l o m a  M D M S
  
D N B D M M C h P h D
 
1.9.  Since completing MBBS how many hospitals you have worked for? 
                 
 
1.10.  What is your position in your current hospital? 
  
I n ter n P G  R es i d en t
 
M ed i c a l  O ff i c er
   
C o n s u l ta n t
    
O th er
 
        If other, please mention:  
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1.11.        What is your current monthly income in Indian Rupee?  
 
B el o w  
1 0 0 0 0
    
1 0 ,0 0 1  -  2 0 ,0 0 0
                         
 2 0 ,0 0 1  -3 0 ,0 0 0
 
3 0 ,0 0 1  -  4 0 ,0 0 0
 
4 0 ,0 0 1  -  5 0 ,0 0 0
                                     
5 0 ,0 0 1  -  1 0 0 ,0 0 0
 
A b o ve  1 0 0 ,0 0 0
 
1.12.  My family, relatives and friends encourage and support me to migrate overseas? 
Y es
  
N o
  
Y es
  
N o
      
 
1.13   My spouse and children will have better career opportunities in a developed country, like 
Australia?  
Y es
  
N o
 
1.14.   If opportunity arise which country you would prefer to migrate to? Please rank the 
countries as per the reference scale: (1: 1st preference to migrate, 2: 2
nd
 preference, 3: 3
rd
 
preference to migrate and 4: 4
th
 preference to migrate)   
 
Countries Rank Countries Rank 
Australia  Canada  
New Zealand   Middle East  
Singapore   U.K  
U.S.A  Others (Pls. list and rank)        
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2. Perceived intentions to migrate overseas 
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Intention to migrate (ITM)       
2.1. How likely that you will pursue a higher education in 
medicine from overseas?  
     
2.2. How likely that you will undertake a short-term training in 
medicine from overseas? 
     
2.3. How likely that you will practice medicine in a foreign 
country? 
     
2.4. How likely that you will search for an overseas job in 
medicine? 
     
2.5. How likely that you will take up the medical licensing 
examination of another country?  
     
 
 
 
S
T
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A
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Y
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G
R
E
E
 
Personal factor        
3.1. I have the ability to pass the English language examination 
(like IELTS) at the required level. 
     
3.2. I have the ability to pass the medical licensing examination 
(like AMC) of the destination country. 
     
 Education factors       
4.1. Opportunities for specialist training in medical colleges are      
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limited in India.   
4.2. Career opportunities cease without a PG qualification in India.       
4.3. Utilisation of technology in specialist training programmes of 
medicine is limited in India. 
     
4.4. Opportunities for research funding in medical colleges are 
limited in India.  
     
4.5. Opportunities for collaboration in on-going research are 
limited in medical colleges in India.  
     
Workplace factors      
5.1. There is enormous work-load in the hospital I am working.       
5.2. Peer and supervisory support are lacking in the hospital I am 
working.  
     
5.3. Individual autonomy is lacking in my hospital I am working.      
5.4. Medical equipment and supplies need improvement in my 
hospital I am working.  
     
5.5. There exists conflict at my work place.      
Social factors       
6.1. I perceive that my social status will rise in India when I return 
back after an overseas experience. 
     
6.2. I have the ability to adapt to new culture of another country.      
6.3. I would prefer to work in a country where there is no racism.      
Financial factors      
7.1. I am dissatisfied with the salary of doctors in Indian hospitals.      
7.2. Due to economic recession, the Indian Rupee is losing its 
strength in the global market. 
     
7.3. Due to growing inflation (rising cost of goods and services) in 
India, I may not be able to save much for the future. 
     
7.4. I may not continue to be economically prosperous over the      
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Are you interested in migrating to Australia in the future, if given an opportunity? 
Y es
  
N o
 
If yes, then will you help the researcher to explore further on the migration intentions to 
Australia by participating in a one-to-one interview for approximately 30 minutes?  
Y es
  
N o
If yes, please then give your contact details and I will 
contact you for a suitable appointment.  
Contact number:  
E-mail id:                                                       
 
next 10 years in India. 
7.5. I perceive I will have a greater chance of financial success in a 
developed country, like Australia. 
     
7.6. I perceive I will have greater job security in a developed 
country, like Australia. 
     
Labour market factors      
8.1. In developed country, like Australia, there is a limited supply 
of physicians. 
     
8.2. In developed country like Australia, there is a greater demand 
for physicians. 
     
Policy factors      
9.1. Policies of developed countries, like Australia, to promote 
international medical graduates (IMG) in rural areas will 
encourage Indian doctors to migrate there. 
     
9.2. Flexible visa programs in developed countries, like Australia 
will encourage many Indian doctors to migrate there. 
     
9.3. Better bilateral ties between India and developed country like 
Australia, will encourage migration of Indian doctors to that 
country.  
     
9.4. Stringent anti-racism policies will encourage Indian doctors to 
migrate to countries, like Australia. 
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Appendix - I 
2. Survey questionnaire for Indian nurses 
Section-1: Demographic and profession related Information  
1.1 What is your gender?   
M a l e
  
F em a l e
 
1.2 What is your age (in years)?   
2 0 -2 5  2 6 -3 0 3 1 -3 5  3 6 -4 0
   
4 1 -4 5
  
4 6 -5 0
   
5 1 -5 5  
    
5 6 -6 0
 
 
1.3 What is your religion?  
H i n d u M u s l i m C h r i s ti a n B u d d i s t Ja i n S i k h o th er
 
If other, please mention:    
 
1.4 What is your marital status?  
S i n g l e
 
M a r r i ed
 
1.5      If married, number of dependent children:  
 
1.6    What is your birth place? 
R u r a l
   
U r b a n
  
S em i -u r b a n
 
 
1.7     Which year you completed your first degree/diploma in nursing?  
 
1.8.      What is your highest nursing degree?  
 
A N M
 
G N M B .S c  (B a s i c ) B .S c  (P o s t B a s i c ) M .S c . M .P h i l P h D
 
1.9.  Since completion of your basic nursing degree you have worked with how many      
employers (hospitals/nursing home)?   
1 -3
  
1 -5
  
1 -7
  
1 -1 0
 
 
1.10.  What is your position in your current hospital/employer? 
  
N u r s e 
i n ter n
S ta ff  n u r s e
 
S en i o r  N u r s e
   
M a tr o n
    
O th er
 
If other, please mention:  
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1.11.        What is your current monthly income in Indian Rupee?  
 
B el o w  5 0 0 0
    
5 0 0 1  -1 0 ,0 0 0
 
 1 0 ,0 0 1  -2 0 ,0 0 0
 
2 0 ,0 0 1  -  3 0 ,0 0 0
 
3 0 ,0 0 1  -  4 0 ,0 0 0
 
5 0 ,0 0 0  a n d  a b o v e
 
1.12.  My family, relatives and friends encourage me to migrate overseas? 
Y es
  
N o
 
1.13 My family and children will have better opportunities overseas?  
Y es
  
N o
 
1.14.   If opportunity arise which country you would prefer to migrate to? Please rank the 
countries as per the reference scale: (1: 1st preference to migrate, 2: 2
nd
 preference, 3: 3
rd
 
preference to migrate and 4: 4
th
 preference to migrate)   
Countries Rank Countries Rank 
Australia  Canada  
New Zealand   Middle East  
Singapore   U.K  
U.S.A  Others (Pls. list and rank)        
         
2. Perceived intentions to migrate overseas 
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E
 
Intention to migrate (ITM)      
2.1. How likely that you will pursue a higher education in nursing 
from overseas?  
     
2.2. How likely that you will undertake a short-term training/ 
bridging course in nursing from overseas? 
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2.3. How likely that you will practice nursing in a foreign country?      
2.4. How likely that you will search for an overseas job in nursing?      
2.5. How likely that you will take up the nursing licensing 
examination/registration process of another country?  
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Personal factors        
3.1. I have the ability to pass the English language examination (like 
IELTS) at the required level. 
     
3.2. I have the ability to pass the nursing licensing 
examination/registration processes of the destination country. 
     
Education factors       
4.1 Opportunities for specialist training in nursing colleges are 
limited in India.   
     
4.2. Career opportunities cease without a specialist qualification in 
nursing in India.  
     
4.3. Utilisation of technology in specialist training programmes of 
nursing is limited in India. 
     
4.4. Opportunities for research funding in nursing colleges are 
limited in India.  
     
4.5. Opportunities for collaboration in on-going research are limited 
in nursing colleges in India.  
     
Workplace factors      
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5.1. There is enormous work-load in the hospital I am working.       
5.2. Peer and supervisory support are lacking in the hospital I am 
working.  
     
5.3. Individual autonomy is lacking in my hospital I am working.      
5.4. Medical equipment and supplies need improvement in my 
hospital I am working.  
     
5.5. There exists conflict at my work place.      
Social factors      
6.1. I perceive that my social status will rise in India when I return 
back after an overseas experience. 
     
6.2. I have the ability to adapt to new culture of another country.      
6.3. I would prefer to work in a country where there is no racism.      
Financial factors      
7.1 I am dissatisfied with the salary of nurses in Indian hospitals.      
7.2. Due to economic recession, the Indian Rupee is losing its 
strength in the global market. 
     
7.3. Due to growing inflation (rising cost of goods and services) in 
India, I may not be able to save much for the future. 
     
7.4. I may not continue to be economically prosperous over the next 
10 years in India. 
     
7.5. I perceive I will have a greater chance of financial success in a 
developed country, like Australia. 
     
7.6. I perceive I will have greater job security in a developed country, 
like Australia. 
     
Labour market factors      
8.1. In developed country, like Australia, there is a limited supply of 
nurses. 
     
8.2. In developed country like Australia, there is a greater demand 
for nurses. 
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Are you interested in migrating to Australia in the future? 
Y es
  
N o
 
If yes, then will you help the researcher to explore further on the migration intentions to 
Australia by participating in a one-to-one interview for approximately 30 minutes?  
Y es
  
N o
 
If yes, then please give your contact details and I will contact you for a suitable 
appointment.  
 
Contact number:  
 
E-mail id:                                                            
 
Thank you for your cooperation and participation 
 
 
 
 
Policy factors       
9.1 Policies of developed countries, like Australia, to promote 
international nursing graduates in rural areas will encourage Indian 
nurses to migrate there. 
     
9.2. Flexible visa programs in developed countries, like Australia 
will encourage many Indian nurses to migrate there. 
     
9.3. Better bilateral ties between India and developed country like 
Australia, will encourage migration of Indian nurses to that country.  
     
9.4. Stringent anti-racism policies will encourage Indian nurses to 
migrate to countries, like Australia. 
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Appendix-II 
1. Interview guide for Indian physicians 
 
1. Number of Indian doctors writing Australian Medical Council (AMC) licensing 
examination is increasing annually. Also, there is sizeable number of Indian doctors 
working in the Australian health system. Given this background, what are your views on 
the factors that are attracting Indian doctors to migrate to Australia? Please express your 
views.  
 
2. Australia is becoming one of the emerging destinations for Indian doctors and student. If 
opportunity arises in the near future will you prefer to migrate to Australia to practice 
medicine or purse higher education/training and why? Please express your views.  
 
3. There is shortage of doctors in rural Australia. Will you prefer to migrate to a rural or 
urban area of Australia and why? Please explain.  
 
4. Many Indian doctors are migrating to Australia for employment or to pursue higher 
education. What steps you would follow in case you migrate to Australia in the near 
future? Please explain. 
 
5. Many Indian doctors have settled permanently in Australia and acquired Australian 
citizenship. At the same time many prefer to stay for a shorter period of time and then 
return. If given an opportunity will you prefer to migrate to Australia for a shorter period 
or permanently and why? Please explain. 
 
6. A sizeable number of Indian doctors are currently working in rural areas of Australia.  
What according to you government of Australia should do to increase recruitment of 
Indian doctors in rural Australia? 
 
7.  In the recent past there was news in media of attacks on Indian students in Australia. 
What are your views on the impact of migration of Indian doctors to Australia due to 
racism and intolerance towards Indians? 
  
8. In India, many studies have linked international migration with shortage of doctors and 
other health professionals. What according to you could be the possible impact of 
international migration of Indian doctors in India? 
 
9. Studies in Australia and other developed countries have documented difficulties faced by 
Indian doctors in integrating with the western culture and their health systems. What are 
your views on the integration of Indian doctors into Australian culture and health system? 
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Appendix-II 
2. Interview guide for Indian nurses 
1. A sizeable number of Indian nurses are migrating to Australia and other developed countries. 
The number of applications submitted to the Australian Nursing & Mid-Wifery Council from 
Indian nurses is also on the rise. Given this background, please express your views about the 
factors that are attracting Indian nurses to migrate to Australia? 
2. Australia is becoming one of the emerging destinations for nurses, for jobs as well as for 
higher education in the field of nursing and allied subjects. If opportunity arises for you to 
migrate to Australia would you prefer to practice nursing or pursue higher education and 
training? Please express your views. 
3. You may be aware of the fact that there is shortage of nurses in developed countries including 
Australia, especially in rural and remote areas. If opportunity arises in the near future would you 
prefer to migrate to rural or urban areas of Australia? Please express your views. 
4. Many Indian trained nurses who are willing to migrate either for employment or to pursue 
higher education /training in the field of nursing face numerous difficulties in finding appropriate 
information and guidance. What steps would you follow in case you plan to migrate to Australia 
in the near future? Please express your views.  
5. Many Indian nurses have settled permanently in Australia and have acquired Australian 
citizenship. On the other hand there are nurses who work there for years and then come back to 
India. Given an opportunity to migrate to Australia would you like to settle there? Please express 
your views. 
6. A sizeable number of Indian nurses are currently working in Australia in the rural areas and 
the areas of need. What according to you the government of Australia should do to further 
increase the recruitment of Indian nurses in rural Australia? 
7. In the recent past there has been news both in the Indian and the Australian media regarding 
attacks on the Indian students in Australia and a kind of intolerance towards Indians in Australia. 
Given this background, what do you think that such intolerance and discrimination can impact 
migration of Indian nurses to Australia? 
8. What according to you could be the possible impact of international migration of Indian nurses 
on the rural parts of India? Please express your views. 
9. Studies in Australia and other developed countries have documented difficulties faced by 
Indian nurses in integrating with the western culture and their health systems. What are your 
views on the integration aspect of Indian nurses in the Australian culture and into their health 
systems? 
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Appendix-III 
1. Interview guide for key informants in India for medicine 
1. Number of Indian doctors appearing for Australian Medical Council (AMC) licensing 
examination is increasing annually. There are also a sizeable number of Indian doctors 
working in the Australian health system. Given this background how you foresee the 
future trends of migration among Indian medical graduates to Australia? 
 
2. Decision to migration of doctors from one country to another involves multiple factors. 
What are your views on the factors that are encouraging migration of Indian doctors to 
developed countries including Australia? 
 
3. Many developed countries including Australia are increasingly depending on India and 
other developing countries to recruit doctors for their health system. What are your 
views on developed countries like Australia, U.K U.S. etc. recruiting doctors from India? 
 
4. In India there is acute shortage of doctors and other healthcare professionals mainly in 
rural areas. What is your opinion on the shortage of doctors in rural India due to 
international migration? 
 
5. What feasible measures could be taken by the government of India and the medical 
councils to improve retention of doctors in rural areas? 
 
6. India trains about 41,000 medical graduates annually. On the other hand, the country has 
only 18,000 seats for PG training. Many Indian doctors believe that career opportunities 
ceases without a specialised PG training. Given this background, do you see any factors 
within the current Indian medical education system that is promoting migration? Please 
explain. 
 
7. How you foresee the future of medical labour market of developed country like Australia 
in terms of supply and demand of doctors? 
 
8. It has become mandatory for an Indian medical graduate to obtain a Good Standing 
Certificate (GSC) from the Medical Council of India (MCI) and sign a bond i.e. (NORI) 
with the Govt. of India prior to taking up overseas residential training or to practice 
medicine in another country. Given this background, how you foresee the current role of 
regulatory environment in India to impact the migration of Indian doctors to Australia in 
future?  
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Appendix-III 
2. Interview guide for key informants in India for Nursing 
 
1. Number of Indian trained nurses applying for licensing of Australian Nursing & 
Midwifery Council (ANMC) is increasing annually. Also, there is sizeable number of 
Indian nurses working in the Australian health system. Given this background how you 
foresee the future trends of migration among Indian trained nurses to Australia? 
 
2. Decision of a nurse to migrate from one country to another involves multiple factors. 
What are your views on the factors that are encouraging migration of Indian nurses to 
developed countries including Australia?  
 
3. What are your views on the social status of nurses in India?  
 
4. Many developed countries including Australia are increasingly depending on India and 
other developing countries to recruit nurses for their health system. What are your views 
on developed countries like Australia, U.K U.S. etc. recruiting nurses from India? 
 
5. In India there is acute shortage of nurses and other healthcare professionals mainly in 
rural areas. What is your opinion on the shortage of nurses in rural India due to 
international migration? 
 
6. What feasible measures could be taken by the Government of India and the Nursing 
Councils to improve retention of nurses in rural areas? Please share your views. 
 
7. How you foresee the future of nursing labour market of developed country like Australia 
in terms of supply and demand of nurses? Please share your views. 
 
8. It has become mandatory for an Indian nursing graduate to obtain a Good Standing 
Certificate (GSC) from the Nursing Council of India (NCI) prior to taking up overseas 
training/assignments or to practice nursing in another country. Given this background, 
how you foresee the current role of regulatory environment in India to impact the 
migration of Indian nurses to Australia in future?  
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Appendix-IV 
1. Interview guide for key informants in Australia for Medicine 
 
1. Number of Indian doctors appearing for the Australian Medical Council (AMC) licensing 
examination is increasing annually. There is also a sizeable number of Indian doctors‘ 
working in the Australian health system especially in rural and regional centres. However 
Australia has also substantially increased the number of university places for doctors.  
a. Given this background what do you think the demand for Indian doctors in 
Australia is likely to be in the next 10 years? 
b. What is the likely impact on the range of employment opportunities for doctors 
seeking to migrate to Australia? 
c. Is there likely to be a change in the requirements for migrating doctors in terms of 
skills levels or language requirements? 
 
2. The decision towards migration of a doctor from one country to another involves multiple 
factors.  
a. What are your views on the key factors that are encouraging migration of Indian 
doctors to Australia? 
b. Do you think there are any factors that might discourage Indian doctor migration 
at this time? 
 
3. In India there is an ongoing shortage of doctors and other healthcare professionals mainly 
in the rural areas. At the same time, many developed countries including Australia are 
increasingly depending on India to recruit doctors for its health system.  
a. What obligations if any does Australia have towards the medical workforce needs 
of India?  
b. Are there ways that the workforce needs of both countries can be mutually met? 
 
4. Given the increase in Australian medical graduates,  
a. Do you anticipate a continued reliance in rural and remote areas on Indian and 
other international medical graduates?  
b. If so, do you think there are ongoing issues with such placements? 
c. Do you anticipate other impacts or concerns around employment issues for local 
graduates?  
 
5. There has been adverse publicity in Indian media concerning racial attacks and racism on 
Indian students in Australia.  
 
a. Are you aware that this has had any impact on recruitment of Indian doctors?  
b. Are you aware of this as a concern among Indian doctors in Australia?  
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6. Do you foresee any changes to the current Australian regulatory environment that might 
impact on the prospect of migration of Indian doctors to Australia in the future? 
 
7.   If you have worked with or supervised an Indian trained doctor in the Australian health 
system, what factors did you observe that should be considered in preparing future Indian 
doctors migrating to Australia?  
 
a. Were there concerns about technical competence that were likely to be more 
general than the individual(s) you worked with? 
b. Were there concerns about approach towards work, cultural integration, or 
language barriers that were likely to be more general than the individual(s) you 
worked with? 
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Appendix-IV 
2. Interview guide for key informants in Australia for Nursing 
 
1. Numbers of applications for the licensing of Australian Nursing & Midwifery Council is 
increasing annually. There is also a sizeable number of Indian nurses‘ working in the 
Australian health system especially in rural and regional centres. However, Australia has 
also substantially increased the number of university places for nurses. 
 
a. Given this background what do you think the demand for Indian trained nurses in 
Australia is likely to be in the next 10 years? 
b. What is the likely impact on the range of employment opportunities for nurses 
seeking to migrate to Australia? 
c. Is there likely to be a change in the requirements for migrating nurses in terms of 
skills levels or language requirements? 
 
2. The decision towards migration of a nurse from one country to another involves multiple 
factors.  
a. What are your views on the key factors that are encouraging migration of Indian 
nurses to Australia? 
b. Do you think there are any factors that might discourage Indian nurse migration at 
this time? 
3. In India there is an ongoing shortage of nurses and other healthcare professionals mainly 
in the rural areas. At the same time, many developed countries including Australia are 
increasingly depending on India to recruit nurses for its health system. 
a. What obligations (if any) does Australia have towards the nursing workforce 
needs of India?  
b. Are there ways that the workforce needs of both countries can be mutually met? 
 
 
 
4. Given the increase in Australian nursing graduates,  
a. Do you anticipate a continued reliance in rural and remote areas on Indian and 
other international nursing graduates? 
b. If so, do you think there are ongoing issues with such placements? 
c. Do you anticipate other impacts or concerns around employment issues for local 
nursing graduates? 
 
5. There has been adverse publicity in Indian media concerning racial attacks and racism on 
Indian students in Australia.  
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a. Are you aware that this has had any impact on recruitment of Indian trained 
nurses?  
b. Are you aware of this as a concern among Indian nurses in Australia?  
 
6. Do you foresee any changes to the current Australian regulatory environment that might 
impact on the prospect of migration of Indian nurses to Australia in the future? 
 
7. If you have worked with or supervised an Indian trained nurse in the Australian health 
system, what factors did you observe that should be considered in preparing future 
Indian nurse migrating to Australia?  
 
a. Were there concerns about technical competence that were likely to be more 
general than the individual(s) you worked with? 
b. Were there concerns about approach towards work, cultural integration, or 
language barriers that were likely to be more general than the individual(s) you 
worked with? 
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Appendix-V 
 
 
1. Factor Analysis - Outputs - Physician Questionnaire 
 
 
a. KMO and Bartlett‘s Test - Physician Questionnaire 
 
 
 
 
 
 
b.  Variance Explained - Physician Questionnaire 
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c. Rotated Factor Matrix – Physician Questionnaire 
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2. Factor Analysis - Outputs - Nurses Questionnaire 
 
 
a. KMO and Bartlett‘s Test -Nurse Questionnaire 
 
 
 
 
 
b. Total Variance Explained - Nurse Questionnaire 
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c. Rotated Factor Matrix – Nurse Questionnaire 
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Appendix -VI 
 
Ethics approval certificate from QUT 
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Appendix -VII 
 
 
1. Permission letter from Indian hospital-1 
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Appendix -VII 
 
 
2. Permission letters from Indian hospital -2 
 
